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SIXTY-FIFTH ANNUAL MEETING OF THE CANADIAN MEDICAL 
ASSOCIATION, CALGARY, ALBERTA 


June 18, 19, 20, 21, 22, 1934 


HE Sixty-fifth Annual Meeting of the Canadian Medical Association was held in the Palliser 
Hotel, Calgary, Alberta, on June 18, 19, 20, 21, and 22, 1934. 

The first session of Council was held on Monday morning, June 18th, commencing at ten 
o’clock. The Acting-chairman, Dr. Geo. S. Young, and the President-elect, Dr. J. S. McEachern, 
welcomed the members in attendance. Messages of greeting were received from the British 
Medical Association and from Dr. A. T. Bazin, of Montreal. 

The following delegates, 68 in number, answered to the roll call: 


Drs. Geo. S. Young (Acting-chairman), Toronto; J. D. Adamson, Winnipeg; G. A. B. Addy, Saint John; 
G. Harvey Agnew, Toronto; J. F. Argue, Ottawa; B. C. Armstrong, Medicine Hat; Sir Frederick G. Banting, 
Toronto; C. A. Baragar, Edmonton; V. E. Black, Moose Jaw; J. E. Bloomer, Moose Jaw; Wesley Bourne, 
Montreal; M. R. Bow, Edmonton; Col. J. T. Clarke, Ottawa; M. G. Cody, Calgary; L. C. Conn, Edmonton; P. C. 
Dagneau, Quebec; W. A. Dakin, Regina; L. C. Edmonds, Toronto; G. S. Fahrni, Winnipeg; J. G. FitzGerald, 
Toronto; A. G, Fleming, Montreal; Léon Gérin-Lajoie, Montreal; G. M. Gibson, Drumheller; J. C. Gillie, 
Fort William; Duncan Graham, Toronto; J. A. Gunn, Winnipeg; J. N. Gunn, Calgary; J. J. Heagerty, Ottawa; Heber 
Jamieson, Edmonton; G. R. Johnson, Calgary; A. S. Kirkland, Saint John; W. J. Knox, Kelowna; Geo. Lee, 
Shaunavon; David Low, Regina; W. S. Lyman, Ottawa; J. S. McEachern, Calgary; W. H. McGuffin, Calgary; 
K. G. McKenzie, Toronto; J. C. McMillan, Winnipeg; J. C. Meakins, Montreal; H. H. Milburn, Vancouver; Ross 
Millar, Ottawa; B. R. Mooney, Edmonton; 8. Moore, Regina; Daniel Murray, Tatamagouche; A. G. Nicholls, 
Montreal; J. A. Nutter, Montreal; John Oille, Toronto; John Palmer, Calgary; F. 8. Patch, Montreal; R. K. 
Paterson, Ottawa; E. L. Pope, Edmonton; R. W. Powell, Ottawa; A. Primrose, Toronto; F. W. Routley, Toronto; 
T. C. Routley, Toronto; E. P. Scarlett, Calgary; J. Stevenson, Quebec; G. F. Strong, Vancouver; P. H. T. Thorlak- 
son, Winnipeg; Ethlyn Trapp, Vancouver; G. C. Van Wart, Fredericton; J. Verreault, Quebec; G. J. Wherrett, 
Ottawa; W. A. Wilson, Edmonton; Ward Woolner, Ayr; A. MacG. Young, Saskatoon. 


REPORT OF THE COMMITTEE 
ON ARCHIVES 

Committee on Archives In the absence of the chairman, Dr. C. F. 
Exccative Committes Wylde, the Chairman called upon the General 
Seeretary to present this report, the members 
of Council rising in tribute to their colleagues 
who had passed away since the last annual 
meeting of the Association : 


Mr. Chairman and Members of Council — 


Your Committee on Archives reports with regret, 
the loss of the following members by death during the 
past year: 

Alexander, C. C., St. George, N.B. 
a he neces en Alta. 

Bier, Thomas Henry, Brantford, Ont. 
euaemney Black, William, Winnipeg, Man. 
Post-Graduate 21 Boyd, Oliver, Medicine Hat, Alta. 

Brien, Frederick Graham, Elphinstone, Man. 
Study Committee on Nursing 2 Brochu, Michel Delphis, Quebec, Que. 
Buchanan, Daniel, Galt. Ont. 

Byers, Herbert Percy, Melita, Man. 
Calder, Margaret Cowan, Wingham, Ont. 
a ame O., Lane a N.B. ‘ 

‘ ameron, Irving Heward, Toronto, Ont. 
ao Carmichael, Henry Barker, Montreal, Que. 
Legislation Committee Casselman, V. E. D., Vancouver, B.C. 
Royal Coll £3 £ Encland Christilaw, John Albert, Winnipeg, Man. 

oyal Vollege of Surgeons of Engian Cleland, Frederick Adam, Toronto, Ont. 
Meyers Memorial Day, Robert Grenville, West Saint John, N.B. 
Dickson, William Howard, Toronto, Ont. 
Downham, Walter Seymour, London, Ont. 
Group-Hospitalization ee st —. ane N.B. 

: 7 mmett, Harry Lioyd, Fonthill, Ont. 
Economics (a Plan for Health Insurance in Canada) 2: Foster, Charles Manley, Toronto, Ont. 
Chairmen of Committees Gardiner, Robert John, Kingston, Ont. 

: Gibson, Allan, Guelph, Ont. 
Message from Prince of Wales Gillie, Edward G.. ensington, PE I. 
B.M.A. : undesen, Christian N., Calgary, Alta. 
= saan nN ae Hume, Gordon MacKenzie, Sherbrooke, Que. 
Elections to Office Hutchison, Henry Seaton, Toronto, Ont. 
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Johnstone, Edmund James, Sydney, N.S. 
Keith, Harry W., Enderby, B.C. 

Kidd, John Franklin, Ottawa, Ont. 
Levesque, Ernest, Sudbury, Ont. 

Mackie, John Peat, Toronto, Ont. 

Munro, John Alexander, Amherst, N.S. 
Murphy, Colonel T. J. F., St. Johns, Que. 
McElroy, Arthur Stevenson, Ottawa, Ont. 
McGarry, Patrick Alphonso, Canso, N.S. 
Oliver, Charles Baird, Chatham, Ont. 
Pearson, Stella Messenger, Yarmouth, N.S. 
Reid, James William, Windsor, N.S. 
Rousseau, Arthur, Quebec, Que. 

Silcox, William Logan, Hamilton, Ont. 
Smith, Charles Barnes, Flin Flon, Man. 
Starr, Frederic Newton Gisborne, Toronto, Ont. 
Sykes, Andrew Victor, Winnipeg, Man. 
Teeter, Oscar, Amherstburg, Ont. 

White, Ernest Hamilton, Montreal, Que. 
Willson, Arthur Isaac, New Hamburg, Ont. 
Young, William Archibald, Toronto, Ont. 


Your Committee has obtained during the past year a 
number of photographs, obituary notices, manuscripts of 
original articles published, and other material of interest; 
these have been filed with the Archives of the Association 
in the McGill Medical Library. 

Considerable progress is reported by Dr. H. E. 
MacDermot in writing the history of the Association. 
He has obtained information from members, the early 
Minute books, and numerous Canadian journals. The 
first three chapters describing pre-confederation conditions 
in Medicine and steps leading up to the formation of the 
Association have been prepared, and also the description 
of a number of the earliest meetings. 

It is probable that the history will be completed in 
a year’s time. 

All of which is respectfully submitted. 


C. F. WYLDE, 


Chairman. 
Approved. 


REPORT OF THE EXECUTIVE 
COMMITTEE 


It was agreed that this report should be dis- 
eussed clause by clause. 


Mr. Chairman and Members of Council:— 


Your Executive Committee he'd its first meeting in 
Saint John, N.B., on Tuesday, June 20th, 1933. The 
first order of business was the selection of a Chairman. 
Dr. A. T. Bazin was the unanimous choice of the Com- 
mittee for the position. 

The following items of business are reported from 
that and subsequent meetings: 


MeEpIcAL RELIEF 


The following resolution was passed by Council 
and referred to the Executive Committee for action :— 


“That the problem of medical relief which, in 
the present national emergency is most pressing, be 
made the subject of immediate consideration by the 
incoming Executive Committee which is authorized 
to co-opt the President of each Provincial Medical 
Association, to the end that early and suitable repre- 
sentations may be made to the Government of 
Canada upon the subject, the object being to obtain 
recognition of the principle that federal relief grants 
may be applied as necessary to the provision of 
medical care.” 

This matter received very careful consideration by 
the Executive Committee, when the following decision 
was arrived at:— 

1. That the President, Dr. G. A. B. Addy; President- 
Elect, Dr. J.S. McEachern; Chairman of Council, Dr. A. T. 
Bazin; and the General Secretary be authorized to go to 
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Ottawa to make representations to the Prime Minister 


at the first opportunity after his return to Ottawa, re- 
porting the decision of the Association at this annual 
meeting, with respect to medical relief. 

2. That the expenses of this delegation to Ottawa 
be a charge upon the funds of the Association. 

3. That, prior to going to Ottawa, a letter be sent to 
the Provincial Medical Associations, advising them of the 
resolution passed by Council; and that each Provincial 
Association be asked to supply the Executive Committee 
with an official communication indicating its support of 
this resolution, in order that this may be tabled with the 
Prime Minister, and also indicating that the resolution 
has the endorsation of the Provincial Government. 

4. In the event that all of the provinces do not 
endorse this resolution as passed by Council, the delega- 
tion will go to Ottawa representing those provinces which 
have endorsed it. 

5. Should any Provincial Association desire to 
augment the delegation by sending its President or other 
representative, the delegation will heartily welcome 
additional members. 

Acting upon the foregoing instructions, the General 
Secretary communicated with the nine provincial medical 
associations and subsequently, with the consent and at 
the request of the respective Medical Associations, had 
the privilege of discussing the problem referred to with 
five of the nine provincial governments. On October 6th, 
a delegation composed of Dr. G. A. B. Addy, Dr. Léon 
Gérin-Lajoie, Dr. F. C. Neal, Dr. E. 8. Moorhead, Dr. 
D. 8. Johnstone and Dr. T. C. Routley, waited upon the 
Prime Minister and presented the following statement :— 


The Right Honourable R. B. Bennett, K.C., 
Prime Mini ter of Canada, 

Ottawa, Canada. 

Dear Sir: 


Acting upon instructions of the Canadian Medical 
Association, which body represents the organized medical 
profession of Canada, we appear before you today. 

Most respectfully, Sir, do we desire to direct your 
attention to the following :— 


1. The Government of Canada is recognizing and 
discharging an honourable and humane obligation in 
providing funds out of the national treasury, to the 
Provincial Governments of Canada, to extend relief to 
unemployed citizens and their dependents who are in 
need. 

2. If we are properly informed, relief expenditures 
have been set out by your Government to include food, 
fuel, shelter and clothing; but do not include medical care. 

3. On March 21st, we wrote you, urging that medical 
care be included in unemployment relief. (See Executive 
Report to Council, 1933, page 6.) 

4. On March 24th, you replied stating in part that 


‘“‘The Federal Government makes contribut'ons to enable 


the Provinces to fittingly discharge their obligations.” 
(A copy of the letter is attached to this memorandum.) 


5. The Provincial Governments of British Columbia, 
Alberta, Saskatchewan, Manitoba, Ontario and Prince 
Edward Island have advised the Canadian Medical 
Association that, in their opinion, medical care is an 
— which should be included in unemployment 
relief. 


6. The above mentioned Provincial Governments 
have further advised the Canadian Medical Association 
that, if permission were granted them by the Federal 
Government to include medical care in the list of relief 
provisions to which the Federal Government is contri- 
buting a portion of the cost, such care would be provided. 


7. The medical profession always has given freely 
of its services to those unable to pay for such services. 
But there comes a limit, beyond which any citizen, doctor 
or layman finds himself powerless to proceed in giving of 
his time or money. 


8. At the present time, the medical profession, in 
some parts of Canada, have reached the point where 
they cannot further supply medical care gratuitously to 
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persons on relief. The profession, however, adhering to 
its ideals and traditions, and having in mind that its first 
duty is the protection of the public health, will gladly 
undertake to contribute, by way of service, one-half of 
the cost of such care during the present emergency; and 
would respectfully suggest that the other half of the cost 
of their professional services be assumed by the State. 

May we summarize— 

1. The Federal Government is providing relief funds 
to the provinces. 

2. Such relief funds are intended to assist each 
province to fittingly discharge its obligations. 

3. The provinces have stated that medical care is an 
obligation and that the Doctors should not be asked to 
contribute their services gratuitously, thus carrying the 
entire cost. 

4. The Doctors are willing to contribute one-half 
the cost during the present emergency by accepting as 
their fee one-half the established tariff rate for their 
Province. 

5. The Provinces are willing to pay one-half the cost 
of medical care if the Federal Government will permit 
national funds to be used for the purpose on the same 
basis as such national funds are being used to pay for 
food, fuel, shelter, and clothing. 

6. Most respectfully, Sir, do we ask that your 
Government approve the addition of medical care to 
relief provisions and that the Provinces be so advised at 
the earliest possible date. 

All of which is most respectfully submitted on behalf 
of the Association by 


G. A. B. Appy 
E. 8S. MoorHEAD 
D. 8S. JOHNSTONE 
F. C. NEAL 

L. GériIn-LAJOIE 
T. C. Rout ey. 


Presented to Premier Bennett, Friday, Oct. 6/33. 





OFFICE OF THE PRIME MINISTER 
C CANADA 
O Ottawa, 
P 24th March, 1933. 
Y 


Dr. T. C. Routley, 

General Secretary, 

Canadian Medical Association, 
184 College Street, 

Toronto 2, Canada. 


Dear Sir,— 

I have your letter of the 21st, with respect to medical 
attention being provided for the needy during the period 
of depression. 

I am bringing your communication to the attention 
of the Minister of Labour. 

As you are, of course, aware, the actual administration 
is carried on by the Provincial authorities, and the Federal 
Government makes contributions to enable the Provinces 
to fittingly discharge their obligations. 

You will be further advised in due course. 

Yours faithfully, 


(Sgd.) R. B. BENNETT. 





Herewith is the report of your delegation upon the 
conference. Mr. Bennett said:— 


1. While I have every sympathy with the point of 
view you have expressed, you really have no contact with 
me; the matters you have presented are strictly the 
business of the provinces. 

2. I am fully aware of the necessity of proper medical 
care being provided all people on relief but must insist 
that this is an obligation resting upon each Provincial 
Government. 


3. I am in entire accord with the argument that the 
medical profession should not be asked to carry the load 
of providing the necessary medical relief. 


4. I shall advise each province that it should under- 
take to provide medical care, to pay the cost of same and 
in the event of the province doing this and submitting 
its cost figures to the Federal Government, sympathetic 
consideration will be given by the Federal Government 
to sharing the cost of such medical care according to the 
merits of the case presented by the province. 


Our Comments.— 


In the opinion of some members of the delegation, 
Mr. Bennett implied that the Federal Government would 
pay part of the cost of medical care where it was shown 
by a Province that it couldn’t afford to pay the whole cost. 

Seeing that various provinces have different needs, 
he would not tie himself to assist by any percentage or 
proport on of the funds expended. 

5. The Prime Minister advised the Committee that 
the position of the Federal Government in the matter 
would be made very clear to each Provincial Government 
and further that the Canadian Medical Association 
would be advised as to what was being said to the pro- 
vinces. 

6. It was pointed out to the Prime Minister that the 
delegation was under the impression, after conversations 
with some of the Provincial Governments, that the 
Federal Government had prohibited the utilization of 
Federal funds for medical care. The Prime Minister 
stated that the Federal Government had at no time 
forbidden the provinces to expend money for medical 
care but that the Federal Government had set out specific- 
ally that they were supplying funds and had stated that 
these funds could be utilized in providing food, fuel, 
shelter and clothing. On the foregoing items, the Federal 
Government has committed itself to a definite proportion 
of the total cost but the Federal Government is not 
prepared to commit itself to any proportion of the cost 
of medical care as a blanket policy covering the provinces 
as a whole. It should be repeated, however, that the 
Federal Government has no desire to see any province 
disregard its responsibility in respect to medical care but, 
on the contrary, looks to each province to provide such 
care and if the province needs financial aid in respect to 
medical care, the Federal Government will not expect 
any province to carry the burden in this respect beyond 
reasonable limitations. 

7. The interview lasted one hour. It was the con- 
sensus of opinion of the delegation that the Prime Minister 
of Canada shared completely our point of view with 
respect to the care of the people and the necessity of the 
doctor being paid, at least in part, for the services which 
he must render but it is up to each province, through 
its constituted authorities, to discharge this obligation, 
both to the people and to the doctors and when this is 
done, to look to the Federal Government for such assist- 
ance as can be proven is needed by the area concerned. 

Under date of December 12th, the Honourable 
Prime Minister forwarded two letters, copies of which 
follow,— 


OFFICE OF THE PRIME MINISTER 


CANADA 
Ottawa 


12th December, 1933 
Dr. T. C. Routley, 
General Secretary, 
Canadian Medical Association, 
184 College Street, 
Toronto 2, Canada. 


Dear Sir,— 

I enclose you herewith a copy of a letter which I 
have sent to the Prime Ministers of the Provinces. 

I regret the long delay. It was occasioned by the 
necessity of clearing up a possible misunderstanding with 
one of the Provinces. 

Yours faithfully, 


(Sgd.) R. B. Bennett. 
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OFFICE OF THE PRIME MINISTER the chairmanship of Dr. E. S. Moorhead, of 
a CANADA Winnipeg, met Premier Bracken and discussed 
P Ottawa, December 12th, 1933. this problem with him, but got no satisfaction. 
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Dear Premier Henry,— 


A delegation representing the Canadian Medical 
Association met me some weeks ago and urged the desira- 
bility of the Federal Government providing a portion of 
the cost of medical aid for those receiving relief in the 
various Provinces. 

It was pointed out to me that many of the Provinces 
had expressed their willingness to provide for medical 
services for those on relief, but they alleged that the 
Dominion Government prevented them from doing so. 

It is rather difficult to understand such a statement 
being made. The responsibility of the Provinces in 
caring for the sick, by methods which they have them- 
selves determined, cannot be made a Federal obligation. 
We have contributed to relief, but we have not set up a 
Federal Relief Commission as some of the Provinces are 
not willing to surrender their constitutional rights in that 
regard. 

I pointed out to the delegation that I assumed the 
Provinces would continue to discharge their obligations 
to their citizens, but if, from time to time, representations 
were made in respect to individual communities where 
it was found that the burden was unduly onerous, the 
Federal Government would sympathetically consider each 
case upon its merits and determine whether or not, on 
the facts stated, it would be warranted in making a con- 
tribution to assist the Provinces to discharge their normal 
responsibilities regarding medical and hospital care and 
treatment. 

I intimated to the delegation that I would com- 
municate with each of the Provinces in the sense above 
indicated. 

Yours faithfully, 


(Sgd.) R. B. Bennett. 


Copies of these communications have been sent to 
all the provincial associations. 

Your Executive Committee expresses the opinion 
that it has done everything within its power to support 
the claims of the medical profession to adequate recog- 
nition and compensation in regard to payment for services 
rendered to unemployed persons and their dependents. 


Approved. 


The Chairman asked for comments on medi- 
eal relief from representatives of the different 
provinces of Canada. The following points 
were brought out. 

Quebec.—On January 2nd last, a delegation 
of three men from a committee named by the 
Province of Quebec Medical Association was 
received by the Prime Minister and discussed 
the question of medical relief with him. He 
did not see his way clear to do anything. Fol- 
lowing this conference, the Committee went to 
the Welfare Department of the City of Montreal. 
They did not think it possible to expend money 
on medical relief. The Prime Minister of the 
Province took the same stand as the Prime 
Minister of Canada, namely, that he considered 
it unjust that the doctors should be forced to 
earry the whole burden, and suggested that the 
municipalities should assist. 

Manitoba.—The Committee on Relief, under 


He stated that if the municipalities could not 
find the money he would see that they received 
help. On February 22nd, a new plan was put 
into effect by which the Relief Commission of 
the City of Winnipeg agreed to pay doctors’ 
accounts at about 50 per cent of the regular 
tariff, with a monthly limit for each doctor 
amounting to $100. For the first three months 
of operation under this plan, medical relief has 
cost the City of Winnipeg $6,800 a month. 

Ontario.—In the Province of Ontario most of 
the larger centres are working under the Order- 
in-Council, whereby the Provincial Government 
agrees to pay two-thirds of the cost of medical 
relief, provided the municipality will pay one- 
third. The doctor accepts 50 per cent of the 
regular tariff in payment of his accounts, and 
each doctor (except in the northern districts) is 
limited to $100 a month. In the northern dis- 
tricts this limit has been increased, to meet the 
needs of certain localities. The tariff adopted 
is that approved by the Ontario Medical Asso- 
ciation. This plan appears to work out very 
satisfactorily where it has been adopted. 

British Columbia.—Outside of the City of 
Vancouver, there has been no provision for 
medical relief. In 1933 an agreement was made 
with the city authorities by which a definite 
sum ($3,000 per month) was set aside to cover 
house and office visits of doctors for those on 
relief. The money is divided pro rata, as far 
as it will go. The osteopaths also tried to have 
their accounts included in this relief money but 
were refused. 

Saskatchewan.—The Provincial Government 
has allowed a grant up to $50 a month for each 
doctor. We do not know how much each got 
out of this. The Government of Saskatchewan 
cannot afford to be generous. Rural munici- 
palities, under the Act, are supposed to take 
care of indigent cases. It is difficult to prove 
who is an indigent, but about one-half of the 
rural municipalities attempt to deal fairly with 
the doctor. In the cities, we have different 
arrangements, entirely under the local councils. 
In no ease do the doctors get more than 50 per 
cent of the regular tariff. So many of our 
doctors cannot collect from their private pa- 
tients, and so many municipalities cannot afford 
to pay, that we feel there should be some pro- 
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vision from Ottawa. Our Government has 
stated frankly that medical services should be 
included in relief expenditures, and that federal 
money should be released for this work. 

New Brunswick.—The Prime Minister of 
Canada holds the view that the burden of medi- 
eal relief belongs to the municipalities. Our 
Province refuses to make a statement that they 
are not able to carry the load, throwing it back 
on the municipalities. Some urban centres have 
made their own arrangements. Our problem is 
not so serious as in the Western Provinces. 

Nova Scotia.—No action has been taken on 
this matter in Nova Scotia, nor has the matter 
been discussed particularly by our Medical 
Society. The proportion of indigents in Nova 
Scotia is very small. 

Alberta.—Our laws throw the responsibility 
for relief on the municipalities. In many in- 
stances they are trying to do their very best. 
The one phase of the question which is important 
is the effect it is having upon medical men by 
driving them to make unfair contracts with 
municipalities. We have made all sorts of repre- 
sentations to the provincial government for help, 
but with no satisfactory result as yet. 

The General Secretary reported that last 
autumn the Prime Ministers of the four Western 
Provinces were interviewed, and, in each ease, it 
was intimated that if the Government of Canada 
would undertake their obligation of one-third of 
the cost of relief, they (the Provinces) would 
undertake one-third, passing the other one-third 
to the municipalities. We suggested to the 
Provinees that they might assume two-thirds 
and hope the federal government would under- 
take the balance. Unless we can persuade the 
Provincial Governments to start by providing 
something it does not seem possible to get any 
action at Ottawa. The Rt. Hon. Mr. Bennett 
says that if the provinces show that they can- 
not earry the load the Federal Government will 
not see them stuck. 

The question was asked as to whether it would 
be worth while to make any further iepresenta- 
tions to the Government at Ottawa. In reply, 
it was pointed out that Mr. Bennett has defi- 
nitely stated that he regards this matter as a 
provincial responsibility, and also that no 
federal law can foree the Provincial Govern- 
ments to do their duty. Anything further must 
be done through the Provincial Governments and 
the municipalities. 


PUBLICITY FOR THE SECTION oF MiuiTrary MEDICINE 


The Section of Military Medicine expressed the 
opinion to Council that publicity with regard to the aims 
and objects of the Section should be given in the Journal. 
Your Committee accepted this suggestion sympathetic- 
ally and referred it to the Editor of the Journal. 


Approved. 


FREE BLoop TRANSFUSION SERVICE IN CANADA 


The St. John Ambulance Association, through its 
Director, Colonel J. T. Clarke, expressed a desire to co- 
operate with the Canadian Medical Association in pro- 
viding free blood donors in those areas in Canada in which 
the St. John Ambulance Association is organized. Your 
Committee expressed its appreciation of what appeared 
to be a splendid suggestion and instructed the General 
Secretary to communicate with the various hospitals and 
the provincial medical associations with regard to the 
development of the plan. At this time, we report progress. 


Approved. 


Stupy CoMMITTEE ON CANCER 


The following recommendations contained in the 
report of the Study Committee on Cancer were passed 
by Council to the Executive Committee for study and 
such action as they should consider advisable,— 


1. To arrange for a section in the Journal, in which 
each month some questions relating to diagnosis 
and treatment of cancer will be dealt with. 


2. To prepare from time to time leaflets or booklets 
dealing with early manifestations of cancer in 
various parts of the body, for distribution to all 
Canadian doctors. 


3. To prepare and distribute, when the time is 
opportune, literature for the enlightenment of the 
laity on this subject. 


4. To arrange for special meetings at regular intervals 
in all local and district medical societies through- 
out Canada at which speakers secured locally and 
from adjacent medical teaching centres will give 
addresses on some aspect of the cancer problem. 


5. To arrange through the Provincial Medical 
Associations for speakers to address public meet- 
ings on this problem. 


6. To use its influence with the provincial associa- 

. tions to appoint a Provincial Cancer Committee 

in all provinces, where this step has not already 
been taken. 


7. To co-operate with the Provincial Cancer Com- 

‘ mittees in organizing a local committee in each 
organized hospital of 100 beds and upwards. 
This local committee will study all records of 
cancer cases admitted to the hospital and take the 
responsibility to see that they are as complete as 
possible. It will undertake to make a tabulated 
synopsis of each cancer record on a form provided 
by the Department of the Canadian Medical 
Association. These forms will be kept available 
in a loose-leaf binder in the hospital. The Com- 
mittee will provide a speaker at each monthly 
staff meeting, who will give a brief address on 
the early signs of cancer in some site, using the 
hospital records to give point to his communica- 
tions. 


Subsequently the Executive Committee decided that 
immediate steps should be taken to initiate the formation 
of a national society for the combatting of cancer in 
Canada, which organization shall co-ordinate all the 
various cancer organizations now in Canada; and that a 
study committee be appointed to report as to the nature 
and character of such an organization and ways and means 
which should be adopted to effect it. A committee was 
later appointed under the chairmanship of Dr. A. Prim- 
rose of Toronto and is now at work. 


Approved. 
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PUERPERAL SEPTICZMIA 


The Committee on Maternal Welfare in reporting 
to Council called attention to the fact that a large pro- 
portion of maternal deaths is due to puerperal septicemia, 
a reportable disease, and that a great many of such cases 
are not being reported. The General Secretary was 
instructed to refer this matter to the provincial medical 
associations, to be referred through them to the local 
medical societies, with the recommendation that steps 
be taken to have all cases of puerperal septicemia re-. 
ported; also that an editorial on the subject be published 
in the Journal. The necessary action has been taken. 


A communication was received from the Dominion 
Council of Health, asking that the Committee on Maternal 
Welfare of the Canadian Medical Association prepare a 
brief statement as to the cause, prevention, and treatment 
of puerperal septicemia, this statement to be presented 
to the next meeting of the Dominion Council of Health. 
This statement is being prepared by our Committee on 
Maternal Welfare and will be presented as requested. 


Approved. 


NATIONAL RESEARCH CoUNCIL 


The National Research Council has advised us of the 
establishment of an Associate Research Committee on 
the Medical Application of X-rays and Radium, and has 
asked the Canadian Medical Association for their active 
interest, co-operation, and support. The matter was re- 
ferred to the Section of Radiology. Subsequently, on 
the invitation of the National Research Council, it was 
agreed that the Chairman of Council of the Canadian 
Medical Association should be appointed to represent the 
Association on the National Research Council’s Com- 
mittee. 


Approved. 


DEPARTMENT OF NATIONAL HEALTH re HEROIN 


The following resolution was brought to the attention 
of the Executive Committee by the Committee on New 
Business at the annual meeting in Saint John, with 
reference to a communication from the Department of 
Pensions and National Health stating that, at the Inter- 
national Narcotic Convention in Geneva it was recom- 
mended that the use of heroin should be abolished or 
greatly restricted,— 


“The correspondence submitted indicated that 
two proposals were entertained at Geneva, namely, 
to prohibit the manufacture of heroin or to limit its 
exportation to non-manufacturing countries, and then 
only under government supervision. Taking into 
consideration the extremely limited therapeutic. use 
of this drug and its dangers, your committee is 
unanimously in favour of abolishing its entry into, 
or manufacture in, Canada.” 


At the meeting of Council, it was agreed that this 
resolution should be forwarded to the Department of 
Pensions and National Health with the approval of the 
Association. 


It was the opinion of the Executive Committee that 
the General Secretary should advise each of the Provincial 
Medical Associations of the action taken by Council in 
connection with this matter. 

Action was taken as instructed. 


Approved. 


SALARIES OF Doctors IN UNEMPLOYMENT CAMPS 


At the annual meeting in Saint John, the Committee 
on New Business made the following recommendations 
to Council with reference to medical arrangements for 
unemployment camps,— 


1. It is deplored that this arrangement has been 
promulgated as a relief measure for medical men, 
when in practice it is apparently not a relief 
measure and cannot be recognized as such. 
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2. At all unemployment camps, part time men should 
be employed where at all feasible, full time men 
to be employed only where part time arrange- 
ments are not practicable. 


. The inadequacy of the proposed scale of remunera- 
tion to full time qualified medical practitioners is 
deplored, and it is urged that the salary paid to 
medical ‘officers be adequate and at least the 
equivalent to that paid for similar responsibilities 
in the Army. 

Council adopted the report of the Committee on 
New Business and the Executive Committee instructed 
the General Secretary to continue negotiations with the 
Director General of Medical Services along the line 
suggested. Subsequently, the negotiations were carried 
out with the following recommendations as to the medical 
administration of unemployment camps,— 

Labourers— 
1. Medical examination before being enrolled.— 


(a) Class A—Physically fit for hard manual 
labour. 


(b) Class B—Physically fit for light continuous 
duty—Cookhouse duties, sanitary 
duties, watchman duties, etc. 


All men must be passed free from communicable 

diseases of all kinds, with reservations as to skin 

affections, etc., which could be readily cared for in 
camp. 

. Responsibility of Federal Government to those 
becoming disabled from sickness or injury while 
on the strength. 

(a) Maintenance in hospital or convalescent 

hospital until again fit. 

(b) In case of injury—hospital care as above and 
also compensation for permanent disability as 
per schedule of province in which injury 
occurred. 

(c) Venereal disease contracted after enrolment. 
Final decision as follows: ‘Should be treated 
and penalized, the penalty to rest with camp 
authorities. Prophylactic centres to be estab- 
lished.” 

. Vaccination against Smallpox and Typhoid group 
compulsory after joining camp. 


Medical Personnel— 
Full Time— 


Before engagement—subject to examination as 
to physical fitness. If disabled during service, 
either injury or disease—full hospitalization and 
expenses during treatment and on full pay. If 
declared unfit for further camp duties, after a reason- 
able period of convalescence, to be struck off the 
strength—with or without pension, according to 
whether disability is result of camp service or no. 


Senior Full Time— 

A graduate with two or more years of practical 

experience, either in hospital or practice. 
Remuneration—$100.00 per month with board, 
lodging and service clothing. 
(The question of raising the pay of the present men 
employed on full time duty at $70.00 a month was 
left to the Medical Administration, for special con- 
sideration in the case of individual doctors.) 


Junior Full Time— 

A graduate with not more than one year’s practical 
experience either in a hospital or practice. 
Remuneration—$50.00 to $60.00 per month, with 
board, lodging and service clothing. 

The full time man shall not furnish anything in the 
way of drugs, dressing and equipment. 


Part Time Men— 

Where a camp is situated within striking distance of 
the office of a practising physician, the latter should 
be employed, rather than a full time man. 
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Part time men should visit camp at least three times 
a week and at a stated hour to hold sick parade and 
to inspect and advise on sanitation. 

They should also be available for call on emergency. 
Remuneration—On the basis of $1.00 per month per 
man for camps up to 500. In camps over 500, the 
part time man shall receive no additional remunera- 
tion but shall be provided with the assistance of a 
junior full time man at $50.00 or $60.00 per month 
up to 1,000. For each additional 1,000 another 
hospital detention hut and junior assistant full time 
medical officer should be provided. 

Mileage— 

When the camp is more than ten miles by road, from 
the office of the part time appointee, he should be 
reimbursed mileage at the rate of 50c per mile one 
way, for the distance to camp over and above the 
initial ten mile basis. 

Full time men should be employed in camps where 


no part time man is available within twenty-five 
miles. 


Supplies— 


Part time men shall not provide drugs, dressings or 
equipment. 


First Aid— 


Each camp shall be provided with a medical detention 
hut of a size, and with a number of beds adequate to 
the size of the camp and the distance to the nearest 
civil hospital. This hut shall be equipped with 
drugs, dressings, splints, instruments, etc., sufficient 
for the care and treatment of the sick and injured. 
Nursing orderly personnel shall be employed and 
shall be constantly on duty or on call for first aid. 
Complete records shall be kept of all patients treated. 
Hospitalization— 

Patients who cannot be properly treated in camp 
shall be, on recommendation of the camp doctor, 
transferred to a nearby civil hospital under such 
arrangements as may be made by the Department 
with the individual hospital. The camp doctor, as 
such, shall cease to have further responsibility for 
treatment, but may, and should, visit his patients 
periodically when within reasonable distance. 


Approved. 


Group HospPITALIZATION 


In many parts of the United States, schemes have 
been promulgated whereby hospitals, at a fixed fee, are 
selling hospital insurance and, in many instances, including 
medical services. Your Committee felt that this is a 
movement which demanded study at this time. Accord- 
ingly, a subcommittee has been appointed to work in 
close conjunction with our Department of Hospital 
Service to deal with the matter. 


Approved. 


Notice oF Morton re By-Laws 
Re SEcTIONAL OFFICERS 
The Committee recommends that Chapter 4, Section 


2,"of the By-Laws of the Association be amended to read 
as follows:— 


‘““Where any section fails, for any cause, to 
appoint sectional officers for any year, it shall be in 
order for the Executive Committee to nominate 
officers for that section for that year.” 


Re ANNUAL MEETINGS 


The Executive Committee gives notice of motion 
that the By-Laws of the Association be amended so as 
to permit of the naming of the places of annual meeting 
at least two years in advance. 


In connection with these two sections of the 
report, the General Secretary presented a recom- 
mendation from the Executive Committee, that 


the incoming Executive Committee be instructed 
to make a complete revision of the By-Laws, 
bringing them up to date with the organization 
as it now exists. This recommendation received 
the approval of Council. 


Roya Society oF CANADA 
The Royal Society of Canada has invited the Cana- 
dian Medical Association to become affiliated with it. 


The Executive Committee approves and recommends 
accordingly to Council. 


Approved. 


TRACHOMA AMONG THE INDIANS OF CANADA 


It was reported to your Executive Committee that 
there were more than 7,000 cases of trachoma among the 
Indians of Western Canada and that something should 
be done about it. The General Secretary was instructed 
to take the matter up with the Department of Indian 
Affairs at Ottawa. This was done. The Deputy Super- 
intendent General, Dr. H. W. McGill, stated that the 
report was grossly exaggerated, that the Department was 
fully cognizant of the situation, and that everything 
possible was being done for the Indians in matters 
concerning health. 


Approved. 


GASOLINE Tax ABATEMENT 


The General Secretary was instructed to communicate 
with the provincial medical associations, advising them 
that a suggestion had been made that the provincial 
government might be requested to refund to members of 
the medical profession, the gasoline tax paid by them as 
at least an official acknowledgment of the tremendous 
amount of charity work done by the medical profession. 
Of the provinces heard from, 3 were in agreement, 2 felt 
that no useful purpose would be served and that if any 
provincial government did accede to this request, it 
might be construed by them as fully discharging their 
obligations to the medical profession; and, therefore, 
that the move was ill advised. 


Approved. 


INcoME Tax 


The General Secretary reported that the Com- 
missioner of Income Tax for Canada had called attention 
to the fact that the Inspector at one of the Canadian 
branches had pointed out that, in his judgment, the 
doctors were being allowed too high an abatement in 
respect to the operation of motor cars. The General 
Secretary discussed the matter with the Inspector who 
had thus reported, and later got into communication with 
the Commissioner. No further action has been taken by 
the Commissioner in this connection. It was pointed 
out by the Commissioner that, in his judgment, the 
memorandum issued jointly by himself and the Canadian 
Medical Association last year is working out satisfactorily. 


Approved. 


In discussing this section of the report, it was 
pointed out that any doctor in Canada who finds 
it necessary to pay one dollar of income tax to 
the federal government is saved at least $15.00 
by means of the abatements which have been 
secured by the Canadian Medical Association. 
RESOLUTION FROM THE MANITOBA MEDICAL ASSOCIATION 


re MepicaL Councit oF CANADA 


The following resolution was referred to this Execu- 
tive Committee by the Manitoba Medical Association.— 
““WuerEAs it is possible in nearly every profession 


to take extra-mural work leading to University 
degrees by units or subjects, 





AnD WHEREAS the possibility of writing off degrees 
by units would lead to systematic study, thereby 
improving the service rendered to the public, 

AND WHEREAS, for a general practitioner, it is prac- 
tically impossible to prepare from six to eight subjects 
in addition to his ordinary work. 

AND WHEREAS the graduates in the War years from 
1915 to 1920 did not have an opportunity of writing 
off their L.M.C.C. examinations, many of them 
going Overseas immediately on graduation, 
THEREFORE, BE It RESOLVED TuHatT we, the North- 
Western District Medical Society, in conference 
assembled at Virden, Manitoba, request the Mani- 
toba Medical Association to take up with the Medical 
Council of Canada the question of the advisability 
of allowing graduates (of recognized universities in 
Canada of the years 1913 to 1920, inclusive), to 
write off the L.M.C.C. examinations by subjects.” 


Your Executive Committee expresses the opinion 
that the matter referred to in the resolution is one which 
should engage the attention of the Colleges of Physicians 
and Surgeons of the provinces in cooperation with the 
Medical Council of Canada, and so recommends to 
Council. 


Approved. 


Rapio BROADCASTING 


From time to time, conferences have been held 
between Mr. Hector Charlesworth, Chairman of the 
Radio Broadcasting Commission, and your Secretariat 
with regard to the broadcasting of information relating 
to health. The Chairman of the Commission expresses 
a keen desire to cooperate with the Canadian Medical 
Association and evidence was adduced to your represen- 
tatives that the Commission and the Division of Health 
of the Department of Pensions and National Health are 
performing a splendid piece of work in censoring a great 
deal of the material presented to them for broadcasting 
purposes. The question of broadcasting health talks and 
also advertising re patent medicines were reviewed by 
Dr. Fleming and the General Secretary and they were 
assured that every effort is being put forth to protect the 
public. 


Approved. 


In discussing this section of the report, it was 
pointed out that the Radio Broadcasting Com- 
mission some time ago passed regulations by 
which all broadeasts are to be reviewed by it 
before being put on the air. So far, they have 
not succeeded in having all stations comply with 
this regulation. The Commission, of course, has 
no control over broadcasts from the United 
States. Great stress was placed upon the im- 
portance of careful supervision of radio advertis- 
ing in the matter of patent medicines, and this 
matter was passed to the Department of Pub- 
licity and Health Education for attention. 


Duty on REPRINTS 


From time to time, your Committee receives com- 
plaints from doctors who are charged duty on reprints 
of articles published by them in foreign journals. This 
matter has been reviewed with the authorities at Ottawa 
with the request that this duty be dropped. So far no 
success has attended our efforts but we shall continue to 
urge that our recommendations be adopted. 


Approved. 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 





[Sept. 1934 


MEMBERSHIP 


_ The following comparative statement of membership 
in the Association is presented :— 








Paid Paid 
Membership Membership 

1932 1933 
British Columbia... .. 350 328 
IONE fc voce bead beac 252 249 
Saskatchewan........ 255 238 
re 264 224 
SIO. iiaccvccas es 1,471 1,216 
eee 520 383 
New Brunswick...... 115 125 
Nova Scotia ........6s. 151 155 
Prince Edward Island. 31 32 
Newfoundland....... 6 5 
United States........ 315 288 
Miscellaneous........ 62 60 
NACE Sg eae 3 3 

3,795 3,306 


It will be observed that we sustained a loss last year 
of 489 members. Considering that the country is in the 
fourth year of what is said to be the worst economic 
depression from which the world has yet suffered your 
Committee considers that our membership record is 
fairly sat:sfactory. 


Approved. 


It was noted with interest that in only three 
provinces was there an increase in membership 
in 1933, namely, New Brunswick, Nova Scotia, 
and Prince Edward Island, and these are the 
three provinces in which (according to reports 
received) the relief problem is not very serious. 
Apparently the East is not feeling the depres- 
sion to the same extent as Western Canada. 


PROPRIETARY AND PaTEeNT MeEpIcINES AcT 


The Canadian Pharmaceutical Association, with the 
cooperation of the Committee on Pharmacy of the Can- 
adian Medical Association, has been endeavouring to 
secure the following amendments to the Proprietary or 
Patent Medicines Act:— 


1. That sub-section 4 of Section 4 be repealed and 
the following substituted therefor: 


“The manufacture of all Proprietary or Patent 
Medicines for the internal use of man, containing 
any drug included in the Schedule to this Act 
shall be under the continuous supervision of a 
pharmaceutical chemist registered or licensed 
under the laws of one of the several provinces of 
Canada and every person violating or failing to 
observe the provisions of this sub-section shall 
be guilty of an offence and liable to a penalty not 
exceeding one hundred dollars and costs, or to 
imprisonment for any term not exceeding two 
months for a first offence, and for a second offence 
shall be liable to the said fine or imprisonment and 
in addition shall have his certificate of registration 
and license under this Act cancelled.” 


2. That sub-section 4 of Section 6 be amended by 
adding thereto the following :— 


“but no person, firm or corporation other than a 
Pharmaceutical Chemist or Licentiate of Pharmacy 
registered or licensed under the laws of the Province 
in which the business thereof is carried on shall 
sell, offer or keep for sale by retail, any medicine 
registered under this Act containing any of the 
drugs mentioned in the Schedule hereto, and every 
person violating the provisions of this sub-section 
shall be guilty of an offence and liable to a penalty 
of not less than $10.00 and not exceeding $100.00 
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and costs or to imprisonment for any term not 
exceeding three months.” 


3. That sub-section (c) of Section 8 be amended as 
follows :— 


“Tf it contains any drug which is included in the 
Schedule to this Act the name of which and the 
amount per dose of which together with the word 
‘poison’ are not conspicuously printed on an in- 
separable part of the label and wrapper of the 
bottle, box or other container, or if the quantity 
of such drug exceeds the amount permitted by 
the Advisory Board.” 


It was reported to us by our Committee that the 
principle of this suggestion was accepted by the Depart- 
ment at Ottawa. 


4. Amendment to Section 11, which would add to 
sub-section 1 thereof the following:— 
“and no person, firm or corporation shall sell or 
offer for sale or cause to be sold or offered for sale 
from door to door or upon a public place or high- 
way, any proprietary or patent medicine.” 


It was reported to us by our Committee that the 
principle of this suggestion was accepted by the Depart- 
ment at Ottawa. 

The following resolution was passed by your Executive 
Committee :— 

“That this report be received and that the matter 
be referred to the Committee on Legislation of 
the Canadian Medical Association, the Committee 
on Pharmacy of the Canadian Medical Association, 
and the Canadian Pharmaceutical Association, 
asking them to bring in a recommendation to the 
annual meeting to the effect that this Association 
go on record as in favour of prohibiting the sale 
of such drugs as are referred to, without a doctor’s 
prescription.” 


It was pointed out that it is the intention of 
the Department of Pensions and National 
Health at Ottawa to revise the list of drugs 
which may not be sold without a doctor’s pre- 
scription. It was also pointed out that it is 
necessary to have direct evidence in cases of 
patent medicines being sold to eure specific dis- 
eases before prosecution can be made. A police 
report will not suffice. 


Post-GRADUATE SPEAKERS 


The General Secretary reported that the Prince 
Edward Island Medical Society and the New Brunswick 
Medical Society had expressed a desire to have a team of 
speakers attend their annual meetings, the New Brunswick 
meeting to be held in Woodstock on July 10th and 11th, 
and the Prince Edward Island meeting scheduled to take 
place in Summerside on July 13th. 

It was agreed that a team of speakers should be sent 
to the East this coming summer. It was also agreed 
that, as a matter of policy, the Association should send 
speakers to the Western Provinces when the annual 
meeting is held in the East and to the Eastern provinces 
when the annual meeting is held in the West. It is hoped, 
in this way, to keep the post graduate department alive 
in anticipation of the resumption of the plan on a very 
much larger scale when economic conditions have im- 
proved. 


Approved. 


ProvinciaL Mepicat ASSOCIATIONS AND COLLEGES OF 
PHYSICIANS AND SURGEONS 


Where a provincial medical association turns all its 
business affairs over to the College of Physicians and 
Surgeons of the province, it would be in order for the 
provincial medical association, by resolution, to inform 
the Canadian Medical Association that the College of 


Physicians and Surgeons has authority to speak for the 
provincial medical association. It is recommended to 
Council that each province concerned be asked for this 
authority. 


Approved. 


SPECIALISTS 
There is a growing concern and interest in the country 
with regard to what constitutes a specialist and who should 
be allowed to call themselves specialists. This matter 
is brought to the attention of Council for such con- 
sideration as it merits. 


Approved. 


Council instructed the incoming Executive 
Committee to make a study of the whole prob- 
lem of specialization, and bring in a report em- 
bodying their recommendations. At the first 
meeting of the Executive Committee a com- 
mittee, composed of Drs. E. S. Ryerson, Duncan 
Graham, J. G. FitzGerald, and A. Primrose, was 
appointed to study this question and report to 
the next meeting of the Executive Committee. 


QuEBEC Mepicat AssocraTion re A.P.I.M. 


For a number of years, the Canadian Medical Asso- 
ciation was in affiliation with the Association Profes- 
sionnelle Internationale des Medecins. Last year Council 
abrogated the affiliation on the ground of economy, in as 
much as it could not be ascertained that the results ob- 
tained justified the expenditure involved. The Head 
Office of the A.P.I.M. is in Paris and all its deliberations 
are conducted in the French language. The Province of 
Quebec Medical Association has asked if it would be 
permissable for them to become affiliated as a branch, 
with the A.P.I.M. Your Executive Committee approved. 


Approved. 


SECRETARY OF STATE re INCORPORATION 


A letter was received from Dr. J. J. Heagerty, Chief 
Executive of the Department of Pensions and National 
Health asking for an expression of opinion with regard to 
an application which had been received requesting the 
incorporation of a company to be known as “The Medical 
Service Bureau of Canada, Limited” or ‘The Health 
Service Bureau of Canada, Limited”. The purpose of 
this incorporation would be to do business throughout 
Canada and elsewhere, rendering medical health, and 
related aid to those seeking such aid through the services 
of qualified doctors, dentists, nurses, and other pro- 
fessional and non-professional persons duly qualified 
therefor, and to provide hospital, ambulance, and other 
related services to such persons, and to trade generally in 
medical, pharmaceutical, and other supplies pertaining to 
the foregoing, the company to be a joint stock company. 

The General Secretary reported that, in his reply to 
Dr. Heagerty, he had called attention to the fact that, in 
the Provinces of Canada, only licentiates of the respective 
Colleges of Physicians and Surgeons may practise medi- 
cine, and each province is autonomous in matters of this 
kind. For this reason, it would seem to be outside the 
jurisdiction of the federal authorities to grant a national 
charter for the purpose indicated in the application. He 
also called attention to the fact that there is no need in 
Canada for the intervention of a private company in the 
practice of medicine, a company which is obviously 
organized for profit. 

Your Executive Committee concurs. 


Approved. 
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CHANGES IN THE DEPARTMENT OF PENSIONS 
AND NATIONAL HEALTH 


The recent action of the Dominion Government in 
discontinuing the operation of the Division of Child 
Welfare of the Department of Pensions and National 
Health has engaged the serious attention of your Execu- 
tive. A special committee was appointed to secure all 
possible information in regard to this matter, for presen- 
tation to Council. 


Approved. 


In connection with this section of the report, 
the General Secretary presented the following 
memorandum which had been prepared by Drs. 
J. G. FitzGerald and A. Grant Fleming at the 
request of the Executive Committee. 


MEMORANDUM FOR COUNCIL CONCERNING DISCONTINUANCE 
OF THE CHILD WELFARE DIVISION OF THE DEPART- 
MENT OF PENSIONS AND NATIONAL HEALTH 


The Canadian Medical Association having, from its 
inception, urged upon the Dominion Government the de- 
sirability of establishing a Department of National 
Health is naturally and logically interested in any action 
affecting that Department. 

The original Act of 1919 creating the Department, 
set out as a specific duty ‘‘cooperation with the provin- 
cial, territorial and other health authorities with a view 
to the co-ordination of the efforts proposed or made for 

the conservation of child life, and the pro- 
motion of child welfare.’’ 

A Child Welfare Division was created in the Depart- 
ment in 1919. The Canadian Council on Child and 
Family Welfare was organized in 1922 through the 
initiative of the Department, presumably to supplement 
the work of the Department in the manner and within 
the limits to which a voluntary agency can supplement 
the work of an official department. 


The inclusion in the new Department of Pensions 
and National Health Act of 1928 of the identical clause 
referring to child hygiene as it appeared in the Act of 
1919 indicates that the Department at the latter date 
continued to hold to the same principle. 


The discontinuance of the Division of Child Hygiene 
and the transference of the work of the Division of the 
Canadian Council on Child and Family Welfare is ex- 
plained by the Honourable the Minister of Pensions and 
National Health in his memorandum to the Treasury 
Board, and in a statement published in the newspapers 
during December, 1933. 


It is noted that the Honourable the Minister claims: 


(1) ‘*To some extent, the work of the Department 
is a duplication of that carried on by the 
Provincial Health Departments and particularly 
the Canadian Council on Child and Family 
Welfare. ’’ 


The duty of the Minister, as set out in the Act, is 
cooperation and coordination. Duplication can be elimi- 
nated without complete discontinuance. As the Canadian 
Council came into the field later than did the Division, 
it appears that if there were duplication then the 
Canadian Council was responsible for this. 


(2) ‘It is considered that the Canadian Council on 
Child and Family Welfare could acceptably per- 
form the work now being carried on by the 
Child Welfare Division of the Department with 
satisfaction to the health agencies of Canada 
and to the public at large.’’ 


This statement is open to question, because, as far as we 
know, health agencies were not consulted. The Canadian 
Medical Association was not asked for an opinion. The 
only opinions expressed so far, of which we have any 
knowledge, have been opposed to the action taken. 


(3) ‘*The Executive Director of the Canadian 
Council on Child and Family Welfare is Miss 
Charlotte Whitton, M.A. The Secretary of the 
Division on Maternal and Child Hygiene is Miss 
Agnes Baird, R.N. (since resigned ) 


while Madame Noel Chassé, R.N., is in eines 
of the French-speaking services. Dr. J. T. 
Phair, Director of Child Hygiene of the Ontario 
Department of Health, is Chairman.’’ (Since 
resigned ), 


‘The Canadian Council on Child and Family 
Welfare has notified the Department of the 
appointment of Dr. L. P. MacHaffie, as con- 
sultant in pediatrics, and of Dr. John Puddi- 
combe, as consultant in obstetrics. Dr. J. J. 
Heagerty, D.P.H., Chief Executive Assistant, 
Department of Pensions and National Health, 
is the departmental representative. ’’ 


It is to be noted that the Dominion Government has 
transferred its responsibility for ‘‘the conservation of 
child life and the promotion of child welfare’’, which 
obviously includes maternal welfare, from a Department 
under medical administration, from a Division of that 
Department under immediate medical direction, to an 
organization under a non-medical director. The Can- 
adian Medical Association should seriously consider if 
the appointment of two consultants is sufficient medical 
direction for what are essentially medical problems. 


The Canadian Medical Association has recognized 
the place and value of voluntary health organizations, and 
has supported these organizations. At the same time, the 
Canadian Medical Association has consistently supported 
the development of public health departments to assume 
responsibilities in the field of public health. 


The generally-accepted policy of relation between 
official and non-official health agencies is that the non- 
official agencies shall transfer proved pieces of public 
health work to the official agencies as rapidly as the 
latter can absorb them. The reversal of this procedure 
by the Department of Pensions and National Health, on 
the grounds given, is open to question. To carry such 
action to its logical conclusion would. mean that muni- 
cipal, county and provincial departments of health would 
be turning over much of their work to voluntary health 
organizations, mostly under lay control. 


This action with regard to child welfare is not com- 
parable to the situation which exists regarding tuber- 
culosis, as claimed by Mr. J. Fred Davey, president of 
the Canadian Council on Child and Family Welfare, in 
a published statement. The Department of National 
Health has never had a Division on Tuberculosis, whereas 
its organization included for many years a Division on 
Child Welfare. The Dominion Government has not re- 
linquished any of its responsibility in the field of tuber- 
culosis; the situation is now as it has always been. It 
is one thing not to organize a division; it is quite 
another to organize one and then to relinquish duties 
set out in the Act under which the Department functions. 


Opposition was voiced in the House of Commons by 
Mr. Stewart, of Edmonton, and Mr. Spencer. The Can- 
adian Social Hygiene Council and the Executive Com- 
mittee on the National Council of Women of Canada 
have passed resolutions expressing disapproval. 


Of even greater importance than this one event is 
that the move appears to be but one more step in the 
disintegration of the Department of National Health. 
Activities have been dropped, expenditures decreased, 
and no new activities undertaken. 


If the Canadian Medical Association believes that 
the Dominion should, through its Department of National 
Health, give leadership to public health in Canada, then 
the Canadian Medical Association should not only oppose 
the giving up of responsibilities, but should urge upon 
the Government that a sound policy for public health 
under Dominion inspiration and leadership should be 
regarded as a responsibility of the Dominion, 
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The following resolution, which was approved 
by the Executive Committee, then received the 
unanimous approval of Council of the Canadian 
Medieal Association :— 


WHEREAS the Canadian Medical Association, hav- 
ing from its inception urged upon the Dominion 
Government the desirability of establishing a De- 
partment of National Health, is naturally and 
logically interested in any action affecting that 
Department; and 

WHEREAS the original Act of 1919 creating the 
Department, and the Department of Pensions and 
National Health Act of 1928, set out as a specific 
duty ‘‘cooperation with the provincial, territorial 
and other health authorities with a view to the 
coordination of the efforts proposed or made for 
‘ the conservation of child life and the 
promotion of child welfare’’; and 

WHEREAS the Canadian Medical Association has 
learned of the discontinuance of the Division of 
Child Hygiene of the Department of Pensions and 
National Health and the transference of the func- 
tions of the Division to the Canadian Council on 
Child and Family Welfare, it having been stated by 
the Minister of Pensions and National Health that, 
‘*To some extent the work of the Department is a 
duplication of that carried on by the Provincial 
Health Departments and particularly the Canadian 
Council on Child and Family Welfare’’, and ‘‘It is 
considered that the Canadian Council on Child and 
Family Welfare could acceptably perform the work 
now being carried on by the Child Welfare Division 
of the Department with satisfaction to the health 
agencies of Canada and to the public at large’’; and 
WHEREAS this action has resulted in the trans- 
ference of two medical problems, maternal and child 
hygiene, from a Department under scientifically 
qualified whole-time medical administration, from a 
Division of that Department under immediate medi- 
eal direction to an organization under a non-medical 
director; and 

WHEREAS this reverses the generally accepted 
policy of the correct relationship which should exist 
between an official and a non-official health agency, 
that non-official agencies shall transfer proved pieces 
of public health work to the official agencies as 
rapidly as the latter can absorb them; 

BE IT RESOLVED THAT— 


(1) The Canadian Medical Association places itself 
on record as being opposed to the Dominion 
Government transferring public health activities 
for which it has assumed statutory responsibility 
through the Department of Pensions and 
National Health, Canada. 


The Canadian Medical Association recognizes 
the place and value of voluntary health or- 
ganizations, and approves of their receiving 
grants-in-aid from Governments, but does not 
approve of the discontinuance of functions by 
an official agency to eliminate duplication of 
work with a voluntary agency subsidized from 
official sources; and 


The Canadian Medical Association believes that 
medical problems such as maternal and child 
hygiene should be administered by an organiza- 
tion under general and immediate medical 
direction; and 
(4) That the Canadian Medical association reiterate 
its belief that the Dominion ‘Government should 
provide inspiration and leadership in the field 
of public health in Canada. 
(5) That a copy of this resolution be forwarded to 
the Right Honourable the Prime Minister of 
Canada and the Honourable the Minister of 
Pensions and National Health. 


(3) 


INVITATIONS FOR FuturE ANNUAL MEETINGS 


The Montreal Medico-Chirurgical Society invites 
the Association to meet in Montreal in 1935. This 
invitation is most cordially endorsed and supported by 
the Province of Quebec Medical Association. 

We have an invitation from the Western Ontario 
Academy of Medicine to meet in London at some early 
convenient date. For 1936, we have invitations from 
both Victoria, B.C., and Fort William, Ont.; and the 
Ottawa Medico-Chirurgical Society has issued an invita- 
tion for the meeting in 1937. 

These invitations will be referred to the Nominating 
Committee for consideration and report. 


Approved. 


In addition to the invitations, mentioned 
above, the General Secretary reported the receipt 
of the following telegrams from the Secretary 
of the American Medical Association :— 


‘*House of Delegates of American Medical Association 
unanimously and enthusiastically approve proposal 
of Board of Trustees to extend invitation to Can- 
adian Medical Association to join with American 
Medical Association in scientific session in 1935. 
Session to be held Atlantic City probably during 
second week in June.’’ 

OLIN WEST, Secretary, 


American Medical Association. 


‘“Regret that it is not possible to state definitely time 
of Atlantic City session. Will recommend June 3-7, 
or June 10-14. Invitation extended to your Associa- 
tion with utmost possible cordiality and enthusiasm. 
Please accept sincerest good wishes for success for 
your meeting at Calgary.’’ 


OLIN WEST, Secretary, 
American Medical Association. 


This invitation was considered by the Nomi- 
nating Committee on Monday afternoon, June 
18th, and the Committee recommended to 
Council that it be accepted. Council gave unani- 
mous approval to the acceptance of this invita- 
tion. Representatives of the Montreal Medico- 
Chirurgical Society and the Province of Quebec 
Medical Association stated that it would be quite 
in order for the acceptance of the invitation to 
Montreal to be deferred until a later year should 
Council decide to accept the invitation to meet 
jointly with the American Medical Association 
in 1935. 


DINNER TO Sun LiFe OFFICIALS 


On the evening of April 7th, the Executive Committee 
forgathered at the Montreal Hunt Club to be dinner hosts 
to Mr. A. B. Wood, recently elected to the high position 
of President and Managing Director of the Sun Life 
Assurance Company of Canada. Mr. Wood was accom- 
panied by the following officers from his Company :— 
Mr. MeNutt, Vice-President, Mr. Burke, Actuary, Dr. 
Hamilton, Medical Consultant, and Dr. C. C. Birchard, 
Chief Medical Officer. Past-President, Dr. A. Primrose, 
who acted as Chairman, presented to Mr. Wood a mem- 
orial volume in which the medical profession throughout 
Canada expressed its great satisfaction in having enjoyed 
for a period of seven years, extra mural post graduate 
lectures, which had been made possible by the generosity 
of the Sun Life Assurance Company. In replying, Mr. 
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Wood expressed his appreciation of the dinner and the 
volume which had been presented to him. He further 
indicated that his Company was pleased to be associated 
with us, and expressed the hope that, when normal con- 
ditions return, it may be possible for his Company once 


more to finance a post-graduate department in our Asso- 
ciation. 


Approved. 


ILLNESS OF Our CHAIRMAN 


Due to ill health, Dr. Bazin, the Chairman of this 
Committee, has been compelled to take several months’ 
rest. This made it necessary, in April, to appoint an 
Acting Chairman of this Committee and of Council. 
Dr. Geo. S. Young was the unanimous choice of the 
Executive Committee. Dr. Bazin has given freely of 
his time and outstanding ability to the affairs of the 
Association for a number of years, and we are all deeply 
indebted to him for his efforts on behalf of organized 
medicine in Canada. It is, therefore, quite unnecessary 
for your Committee to do more than say how extremely 
sorry we are to be deprived of his cooperation. We 
bespeak for Dr. Bazin an early and complete recovery, 
and trust that he will soon be among us again to give us 
the value of his experience and wisdom. 


Approved. 


Dr. F. N. G. STarr 


With profound regret your Committee records the 
loss by death of one of its members in the person of Dr. 
Frederic Newton Gisborne Starr. Dr. Starr was elected 
General Secretary of the Association forty-one years ago, 
and held that office from 1893 to 1901. In 1927, he was 
elevated to the office of President, the highest position in 
the gift of the Association. For more than forty years, 
Dr. Starr was an untiring, sympathetic, constructive 
supporter of the Canadian Medical Association. In his 
quiet way, he could always be counted upon to say the 
appropriate word under any and all conditions. The 
Association and Council have sustained an irreparable 
loss in the passing of Dr. Starr. To his widow, we tender 
our deepest sympathy. 


Approved. 


CoNncLUSION 


In this report, your Committee has dealt with a 
number of activities and problems as presented for 
solution during the past year. This report, together with 
a perusal of the many other reports presented herewith, 
gives conclusive evidence of the wide and varied activities 
in which your Association engages on behalf of the medical 
profession of Canada. We look back upon what has 
been accomplished during the past year with a certain 
degree of satisfaction. We look forward to the future 
with confidence, believing that our Association will 


continue to serve a very useful purpose in the national 
life of our country. 


All of which is respectfully submitted. 


GEO. 8S. YOUNG, 
Acting Chairman. 
T. C. ROUTLEY, 
General Secretary. 
Approved. 


REPORT OF THE DEPARTMENT 
OF HOSPITAL SERVICE 


Mr. Chairman and Members of Council:— 


In the year’s interval since the last meeting of 
Council, the Department of Hospital Service, now in its 
seventh year, has continued to be of much assistance to 


the hospital field. In the operation of a Department 
such as this much work is of a routine nature, such as 
collecting and indexing articles and information on the 
many phases of hospital work, while the other ever 
increasing aspect of the work has to do with the special 
problems of individual hospitals or hospital districts 
which are so frequently referred to this office. 

Perhaps the major development of the past year was 
the successful meeting of the Canadian Hospital Council 
at Winnipeg, September 7-9, 1933. The Canadian 
Hospital Council is an organization of the hospital associa- 
tions in Canada with the federal and the provincial health 
departments, the creation of which has been sponsored 
by the Department of Hospital Service, which is also a 
member of the Council. While this Council was formed 
at an initial meeting in 1931, to meet biennially, it was 
the 1933 meeting which enabled the Council to make 
distinct progress in the study of the many problems 
facing hospitals and their staffs. During the previous 
two years a number of very active committees, with the 
assistance of this Department, had been preparing studies 
of various major problems and these reports have since 
been printed and given wide distribution. 

The list of hospitals approved for internship has 
again been revised. During the past year the Hopital 
Notre Dame, Montreal, the Hépital Ste. Justine, Montreal, 
the Hopital Ste. Sacrament, Quebec, the Woman’s General 
Hospital, Montreal, the Edmonton General Hospital 
and the Vancouver General Hospital have been placed 
upon the “approved” list and the Regina Grey Nuns’ 
Hospital has been added to the “‘recommended”’ list. 
The list now includes 35 approved hospitals with 501 
internships (excluding residencies) and 14 recommended 
hospitals with 52 internships. Reports received periodic- 
ally indicate that the establishment of this register has 
resulted in a very definite improvement in many hospitals 
in the internship arrangements, in the staff organization, 
the post-mortem percentage and the library facilities. 
We are deeply indebted to the members of the Committee 
on Approval for their kind cooperation in this work. 


During the year a number of surveys of institutions 
have been made; the secretary has attended and partici- 
pated in all provincial and various other hospital con- 
ventions; he represented the Canadian hospitals on the 
program of the Hospital Day celebration at the Century 
of Progress Exposition. A number of contributions have 
been made to hospital and other magazines. A study 
of nursing ratios has been made for the Joint Study 
Committee on Nursing; various customs and excise tariff 
details, including a request for a revised tariff arrange- 
ment for pollen extracts, have been taken up with Ottawa 
at the request of physicians and hospital administrators. 
This Department has participated with other bodies, 
including the Dominion Bureau of Statistics, in an effort 
to establish greater co-ordination in the basis of compiling 
hospital statistics and definite progress has already been 
made. There is much need for a unified basis of account- 
ing to permit more intelligent comparison of hospital 
data, any comparison at the present time being practically 
worthless. Fewer hospitals have been visited, partly 
because of increased office demands but largely because 
of a decreased budget. 


Much attention has been given to the subject of 
“sroup hospitalization” or the prepayment plan for 
hospital care, a movement which has received much 
impetus in Canada and the United States during the past 
few years. The relations of the medical staff to hospitals 
have received considerable study also. Unfortunately 
it is becoming increasingly difficult to cope with the many 
requests for information and studies which are being 
received. This has become more so since the reduction in 
the staff of this Department last year in the interests of 
economy. If the work is to be properly conducted, 


particularly in view of the steadily increasing demands 
on this Department, it would seem almost essential that 
the staff be restored to its former quota. 


To our benefactors, the Sun Life Assurance Company 
of Canada, whose continued interest and generosity have 
made this work possible, we extend our deepest appreci- 

In doing so we echo the similar and frequently 


ation. 
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expressed gratitude of many hospital workers throughout 
Canada who have so often voiced their appreciation of 
the assistance which this Department of Hospital Service, 
thanks to our patrons, has been enabled to give them. 


All of which is respectfully submitted. 


HARVEY AGNEW, 
Secretary. 


Approved. 


In discussing this report, the opinion was ex- 
pressed that the operation of this Department 
is one of the most important activities that the 
Canadian Medical Association has ever under- 
taken. 


REPORT OF THE COMMITTEE ON 
PUBLIC HEALTH AND MEDICAL 
PUBLICITY 


Mr. Chairman and Members of Council:— 


This report is a brief resumé of the activities of the 
Department of Publicity and Health Education. 

At a time when public health services are being 
curtailed, it is of increasing importance that health edu- 
cation of the public be continued and, if possible, expanded, 
to assist in the maintenance of public health. 

The Department has continued to offer regular articles 
each week to the newspapers of Canada. During the 
past year, several additional newspapers have requested 
the service, notably the French-language newspaper 
which has the largest circulation in the province of Quebec. 
At present, 369 newspapers publish the articles, 345 in 
the English language and 24 in the French language. 

The correspondence growing out of the Health 
Service continues at about the same level, 1,484 letters 
having been answered in 1933. More and more corres- 
pondents have written a second and a third time, express- 
ing satisfaction with our previous replies. A number of 
schools have written for information on such subjects as 
patent medicines, growing out of advice given in one 
school text-book to write to the Canadian Medical 
Association for such information. 

Serious consideration was given to the question of 
pamphlets. The conclusion reached was that this field 
is fairly well covered by existing agencies. Attention was 
drawn to the lack of authoritative health literature to be 
sold in book-stores or in the book departments of large 
shops. A careful study has convinced the Department 


that there is need for a series of booklets on health sub- 
jects, to be sold at a nominal sum. Arrangements have 
been completed with a Canadian publishing house, and 
these books will be placed on sale at the beginning of 
next year. 

It is again a very pleasant duty to acknowledge the 
fine service rendered the Department of Publicity and 
Health Education during the past year, by Doctor Grant 
Fleming, Associate Secretary in charge of the Department, 
and his assistant, Miss M. McCrory. 


All of which is respectfully submitted. 


J. G. FITZGERALD, 
Chairman. 


Approved. 


REPORT OF THE CENTRAL 
PROGRAM COMMITTEE 


Mr. Chairman and Members of Council:— 


The work of the Central Program Committee 
has been greatly facilitated by the promptness of the 
Local Committee in Calgary. In fact the general plan 
for this meeting was in our hands last fall. While certain 
names were suggested for the scientific program, the 
Calgary Committee made it clear that the final choice 
would be left entirely to the Central Program Com- 
mittee. This Committee has had frequent sessions since 
last fall and every effort has been made to build up a 
well-balanced program which might be _ interesting 
and instructive. As in the past your Committee is 
deeply indebted to the Secretary’s office for very valuable 
help in correspondence and other details. It may be of 
interest to know that, in the Committee’s work, it has 
been necessary to send out 425 letters. 


All of which is respectfully submitted. 
GEO. 8. YOUNG, 


Chairman. 
Approved. 


Following discussion of this report, the fol- 
lowing resolution was passed :— 


‘¢That, in future, the Central Program Committee be 
invested with power to take full charge of prepara- 
tions for the annual meeting, and that, in the pro- 
posed revision of the By-Laws, this matter be 
provided for.’’ 


REPORT OF THE HONORARY-TREASURER 


Mr. Chairman and Members of Council:— 


I have the honour to submit the report of the Honorary-Treasurer of the Association for the year ending December 
31, 1933. Appended is the report of the Association’s auditors, Messrs. Clarkson, McDonald, Currie & Co. 


In spite of a continued falling off in membership fees, subscriptions and advertising in the Journal, certain economies, 
particularly in Journal costs, and in administration expenses, have permitted a balancing of our budget so successfully 


that a favourable balance of $1,364.87 is reported. 


Membership fees were less by $2,188.90, subscriptions by $1,489.75, and advertising by $1,605.69. Offsetting 
this was an increased revenue from investments of $643.14, a reduction in Journal expenses of $3,408.60 and in ad- 


ministration of $645.12. 


The surplus account of the Association now stands at $77,006.89. These funds are mainly invested in trustee 
securities, with a book value of $63,628.75. The market value is still slightly lower and on December 31, 1933 was 
$61,292.00. A few of our investments, it was found, were in non-trustee securities. These are being transferred to 


trustee securities as soon as the change can be effected without loss of capital. 


further capital investment during the year. 


It has not been possible to make any 
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SECURITIES 


_ It was deemed advisable to exchange certain securities for similar but longer term bonds and the following trans- 
actions were made. 


EXcHANGES, 1933, GENERAL FuND 


$2,000 Dominion of Canada.......... 416% 1946, bought at $ 97.00, sold at $ 99.00; replaced by 
2,000 Province of Quebec............ 416% 1963, “ “  - 98.50. 
5,000 Montreal Light, Heat & Power 
(a non-trustee security) 5 %1970, “ * 103.00, “ “ 101.00; " e 
5,000 City of Montreal............. 5 %1954, “ ** 101.00. 
£1,000 Grand Trunk Railway........ 4 % Debent. “ “85.50, “ “ 85.625; = 29 
$5,000 Province of Ontario.......... 444% 1950, “ “99.00. 
£ 500 City of Montreal............. 444% 1949, “ ‘ 2, “* © ew; ” 1 
$ 500 Dominion of Canada......... 446% 1958, “ “ 98.00, and 
2,000 Canadian National Railway... 444% 1951, ‘“ 99.75. 


Lister Cius Funp 


$1,000 Dominion of Canada......... 416% 1940, bought at $98.55, sold at $99.75; replaced by 
1,000 Province of Quebec........... 414% 1963, “ “98.50. 


OsLER MEmMoRIAL FunpD 


£100 City of Montreal............. 416% 1949, bought at $94.50, sold at $102.00; replaced by 
$500 Dominion of Canada......... 444% 1958, “ “ 98.00. 


SPECIAL GRANTS AND Trust Funps 


_, The statements of Special Grants and Trust Funds, found in the accompanying schedules, show a healthy con- 
dition. The amount standing to the eredit of the Post-graduate Fund represents equipment which it is earnestly 
hoped may be put to use again in the near future. 


The first payments from the Osler Scholarship Fund were made during the year to Dr. G. T. Evans and Dr. Gordon 
Copping, each candidate receiving $800. 
All of which is respectfully submitted. 


F. S. PATCH, 
Honorary-Treasurer. 


AUDITOR’S REPORT 
Dr. Frank S. Patcu, 


Honorary-Treasurer, 
Canadian Medical Association, 
3640 University Street, Montreal. 


Dear Sir:— 


We beg to report that we have completed an audit of the books and accounts of the Association for the year ended 
3lst December, 1933, and we attach the following :— 


Statement No. 1.—Balance Sheet as at 3lst December, 1933. 

Statement No. 2.—Statement of Revenue and Expenditure for the year ended 31st December, 1933. 
Schedule No. 1.—Schedule of Investments as at 31st December, 1933. 

Schedule No. 2.—Schedule of Trusts and Trust Funds as at 31st December, 1933. 

Schedule No. 3.—Schedule of Special Grants and Special Grant Funds as at 31st December, 1933. 


_ The receipts and disbursements of the General Secretary in Toronto as shown on a statement, certified to by Mr. 
Dignam as Auditor, have been incorporated in the books. 


We verified the cash on hand and in bank and received confirmation of the securities which are held in safekeeping 
for Investment Account and for Trusts. 


We found the books and accounts in excellent order and were given every assistance in the conduct of our audit. 


Subject to the above remarks, we report that, in our opinion, the attached Balance Sheet is properly drawn up so 
as to exhibit a true and correct view of the state of the Association’s affairs as at 3lst December, 1933, according to 
the best of our information and the explanations given to us and as shown by the books. 


Yours faithfully, 


(Signed) Cuarkson, McDonatp, Currie & Co., 
Chartered Accountants. 
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STATEMENT No. 1 


BALANCE SHEET AS AT 3lst DECEMBER, 1933 





Cie tied ASSETS LIABILITIES 
- oe Accounts Payable and Advertising Prepaid... $ 2,267.34 
T ontreal.......... $25 .00 : Prepaid Subscriptions 1934................ 100.60 
ee Trusts as per Schedule No. 2............... 30,057 .79 
eeting......... 16.05 — Special Grants as per Schedule No. 3........ 1,862.87 
Cash in Bank: ro esc ais 
Montreal.......... $7,918 .05 ee oS 
Toront at ae Dinka ener een Sanne: $75,423 .99 
eneral Funds... 223 . 44 : 
Annual Meeting.. 3,705.68 N a fit from Sale of Invest- 53.92 
$11,847.17 $11,888.22 Excess Revenue for Year, as 
eee per Statement No. 2...... 1,864.87 
Accounts RECEIVABLE: ~~ a re oye 
os evenue Items received in 
ae. ee Sterling and now  trans- 
Printing and Journal Sales. . . . 126.65 ferred to Canadian Funds. 164.11 - 
WED RS 6. 6 bc adeswewtéa 221.04 ———— $77,006 . 89 
—_—_——— $ 2,295.06 ane 
is 
INVESTMENTS: Ya 
At Book Value, Schedule No. 1 $63,628.75 
Accrued Interest on Investments 745.14 ae 
——_—_——— $64,373.89 
Motor Emblems on Hand (at cost)......... 3.75 
Trust Funds as per Schedule No. 2......... 30,057 .79 
Special Grant Funds as per Schedule No. 3.. 1,862 .87 
Furniture and Fixtures—less depreciation... . 813.91 
$111,295.49 $111,295.49 





Submitted subject to our report of this date. 


(Signed) Citarkson, McDona.p, Currie & Co., 


Chartered Accountants. 
(Signed) F. S. Parcu, 


Honorary-Treasurer. 
Montreal, 26th March, 1934. 


STaTEMENT No. 2 


STATEMENT OF REVENUE AND EXPENDITURE FOR YEAR ENDED 31st DECEMBER, 1933 





REVENUE EXPENDITURE 
NN IN oc was Bee eGanee seuss $26,087.60 JouRNAL EXPENSES: 
cme. opp te Le 2,230.54 I i eas tls eds $22,548.60 
SIDS, Sits ip elnt st nia an onnd wo 25,239.55 Illustrations................. 864.76 
Sundry Sales of Jourmal................;. 193 .36 Agent’s Commission.......... 2,919.31 
Excess Revenue from Annual Meeting...... 721.73 Editorial Salaries............ 7,422.00 
Revenue from Investments and Bank Interest 3,522.28 Editorial Expenses........... 1,449.58 
Sale of Motor Emblems.................. 61.50 ‘Gnd $35,204 . 25 
Sale of Nursing Survey Reports........... 2.00 
Sale of Periodic Health Forms............. 2.00 
Sale of ‘Book of Canada”................ 2.00 ADMINISTRATION AND FINANCIAL EXPENSES: 
Premium, Discount and Exchange (Net)... . 106.29 General Expenses............ $ 534.36 
Travelling Expenses.......... 3,373.27 
Office Expenses General Sec- 
BOGHEU tiie se ladheesas eos 418.65 
BS oo co eieed oo aca 628 .07 
Salaries—General Secretary... 8,190.00 
TRS. osce sei vess 7,672.60 
Stationery and Printing....... 268.13 
Telephone and Telegrams... .. 254 .67 
SN 4a cae oa ekadan aves 45.60 
Committee on Economics... .. 32.75 
ee re 91.19 
Depreciation of Furniture and 
Po eee 90.44 
er —_——— $21,599.73 
‘ Excess Revenue for Year—Transferred to - 
“= Surplus Account as per Balance Sheet... .. 1,364.87 


$58,168 .85 $58,168.85 
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ScHEDULE No. 1 


SCHEDULE OF INVESTMENTS AS AT 31st DECEMBER, 1933 


GENERAL FUND 


Canadian National Railways 444/51 
Canadian National Railways 414/54 
City of Montreal 414/46 
PEERLESS LR LAE RET ME ADSL SS 
ees is i cans aca eee aan MER Ware aan cease Ee 
a ad dil a ea 64s awn ad ne RODE ee REVERE RENE a ORE 
Dominion of Ga. nada 514/34 

i te i a cle ols ala wis dees al didn SALA Re ae ear 
8 PS a ah a: we tanh esha GPK WG kde la anime a 
Island of Montreal ——— Commission 5/49 
Montreal Tramways 5/41 
ee ech ban Saal co a a. we alta ed weed gaat teks 
Province of Ontario 414/39 
I a i a 2 i ee oe a eee 
BG hard Cu ee ey be cage alee eo 
i aw ie gagiin Sha i al alla dae ee nunate eae 
Province of New Brunswick 4—3/4/36 
eg hh aoa 25d ain SORE RU Sh Dae Awa 
Province of Saskatchewan 414/45 
i nner a fa wd kina wi iw BREN ee ee ae wes eee 
Ritz Carlton Hotel Co. First Mecianee 5/42 


2. 0. 0.2 FOS 61s: + DO BOS 6.06.58 019 SS € 0016's 8 8 SSS ae Se 6 Oe SR 


66 @ 6) 4s 0's 28 4 Oe Se ee Se OS OS © SOO Se oe tO OS OS @ 0 oe Se be 
SHEARS SOKHHED EAE DOH HOES DDK DS HO 2 O'S 
16665 CO 6 eS OCS TR OS OS 10 Oo bo SESS 6 eee Se ee & Oe blew eee ee 6 eee Ae wee 


Po 8S 2 we 6S UO 8 94 4S © ow US OR AS Oe Se OB ee 6S SS Oe EO 6 eh Ok SO SOS 


BO OM DO @ 6S SOE COS OOS ES EAS, & O28 ED OS 416 Ow SS RO 
016 6.0 18S 0 66 = 6 2.06 Oe OSS 0616 © 6466 6 4 6's 60S OSS CSS OOS BH C50 


oe ee ee eee wee eee eee eee eer ese ese eeeeeeseeseereos 


Approximate Market Value, $61,292.00. 


TRUST FUNDS 


Lister Cius Funp: 


is eddy ENA KSEE SRT RRR EEA SR OE APARNA ORE 
Province of Quebec 414/63 


Approximate Market Value, $4,680.00. 


Ost.ER MEMORIAL Funp: 


i Sc is na a MO WSSU nk We Mid aa 
i nd y hawk MAG SEW EREA CRE OR OT RR Oe Sr Ee Ee 
Dominion of Canada 514/34 
Montreal Tramways 414/55 
DM i eh db KOR K EMRE ESR ORK E ESE Ad TORK 
Pacific Great Eastern Railway 414/42 


Approximate Market Value, $4,642.50. 





OsLER SCHOLARSHIP FUND: 


City of Quebec R.C. Schools 5/55 
Montreal Protestant Schools 5/52 





TCerrreerrLeeT Cee ee ee oe ee ee eee ee ke ae 













Approximate Market Value, $11,760.00. 





BLACKADER LECTURE FUND: 


Dominion of Canada 414/46 
Dominion of Canada 44%/57 
Province of Alberta 414/56 
Three Rivers R.C. Schools 5144/44 

















Approximate Market Value, $4,096 .00. 


a 





BLACKADER LIBRARY OF THE HospiTAL SERVICE DEPARTMENT: 








Approximate Market Value, $285.00. 


RK 
oO 
> 


$12,000 .00 


Canadian Northern Ontario Railway 314% Debentures 1961..................... 


Par Value 


vw 


~ 


252222 


2225 


~~ 


~~ 


Cun bo Or bo 
oS 
= 


- 


~~ 


3| 338355555223: 
s| s33838838888882382 


$4,000 .00 
1,000.00 


$5,000 .00 


$5,450 .00 


$10,000 .00 


2,000 .00 


$4,400 .00 


£63 


Book Value 


$63,628 .75 


$4,021 .20 
985 .00 


$5,006 . 20 


1,492.95 


$5,206.52 


$10,003 .00 


1,995 .60 





$11,998 .60 


$4,429 .30 








$238 . 20 
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ScHEDULE No. 2 
SCHEDULE OF TRUSTS AND TRUST FUNDS AS AT 31st DECEMBER, 1933 


Trust Funds Trusts 











Lister Cius Funp: 














ee ee eee $5,030.41 
Add —Profit on Sale of Investments.................. 11.95 
——— $5,042.36 
Accumulated Revenue, Ist January, 1933.............. $975 .57 
| reer rte orre 260.57 
$1,236.14 
Deduct—Oration Expenses.................2cceeecees 783 .41 
——-._ $452.73 
—_—— $ 5,495.09 
Represented by— 
Investments as per Schedule No. 1.................00 2 eee ee $5,006 . 20 
Cash in Bank (less Account Payable)......................0. 488 .89 
— $5,495 .09 
OsLER MemoriAu Funp: 
SN, Di NG OI ies varia cadsanaweceasewabivn $5,272.87 
Add—Profit on Sale of Investments.................. 36.05 
———_ $5,308.92 
Accumulated Revenue, Ist January, 1933.............. $602.81 
EG os Ad eo as ee sec aee nan paar eer 280 .37 
—— $ 883.18 
SS $6,192.10 
Represented by— 
Investments as per Schedule No. 1... ........ 0... ccc ccc cece $5,296 . 52 
Cash in Bank (less Account Payable).....................06. 882.98 
SE I 55: oad s 8646 00k5240Ssans ees 12.60 
$6,192.10 
OsLER ScHOLARSHIP FUND: 
CM BOE TEINS, CUS oak coe veka caataacsunvaes $12,087 .30 
Add—Profit on Sale of Investments.................. 21.60 
————. $12,108 .90 
Accumulated Revenue, Ist January, 1933.............. $307 .72 
SD Oe a ok 6 6k Sic i cede eeea eae 641.62 
—— $ 949.34 
-—— $13,058 .24 
Represented by— 
Investments as per Schedule No. 1............... 02.00 e eee $11,998 .60 
Cash in Bank (less Account Payable).....................05. 1,059 .64 
$13,058 .24 
BLACKADER LECTURE FUND: 
G6 kno ab RSA OE ci hw sk canes ete e alae ease eet $4,454.14 
Accumulated Revenue, Ist January, 1933.............. $348 . 96 
SE TE IS wl Si 6 dian sh acu edeeth oinneeeabes 238.16 
$ 587.12 
——_ $5,041 . 26 
Represented by— 
Investments as per Schedule No. 1............... 2c eee eeees $4,429 .30 
Cash in Bank (less Account Payable)..................00008: 611.96 
——_ $5,041 .26 
BLACKADER LIBRARY OF THE Hosp!ITAL SERVICE DEPARTMENT: 
i i I Fe 658 i ik Kae dand de cae deabnenem $282.17 
ee ee ee ere 10.35 
ee I I ois bain cdvcinnsesedans: 50.00 
$342 .52 
Less Expenditure—Books, Binding, Literature, etc................. 71.42 
$271.10 
Represented by— 
Investments as per Schedule No. 1.............. 00 eee eeeeeee $238 . 20 
Cash in Bank (less Account Payable)...................0005- 32.90 a 


$30,057.79 $30,057.79 
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SCHEDULE OF SPECIAL GRANTS AND SPECIAL GRANT FUNDS AS AT 31st DECEMBER, 1933 


Post-gRADUATE DEPARTMENT: 


Balance at Credit, tet Jamuary, 1003............6 6 ccc cde ccscescns $2,007 .66 
Deduct—Balance of Cash in Bank and on Hand transferred to credit 


of Department of Hospital Service..................... 1,211.95 
te : $795.71 
Depreciation of Bawinmoent... ...... 6k es ccc caeaeslvees 79.57 
Balance at Credit, 3lst December, 1933... ............ 0.0 cece cece ee cees 
Represented by— 
Equipmoent—Less Depreciation. ... . 2... 52. c ccc ccc csc cee ebesdeavectoecue 
DEPARTMENT OF HospiTaL SERVICE: 
Balance at Credit, let January, 1033. ....... 2.6066 606 os cee ces eee: $6,422 .38 
Transfer of Balance of Funds from Post Graduate Department... .. 1,211.95 
Grant from Sun Life Assurance Company.....................0.. 6,100.00 
IE Ve teehee rota abiaerese 6 cade es Geek rhaeadashins 102.13 
, $13,836 . 46 
NN IN pl he i eae eawateaas $9,173.45 
I II 5 os ns ho ASRS Ske eee 1,636 . 76 
Printing, Stationery, Literature and Office Sup- 
ik trek wainny whis wih eee ete cad euniwes 1,802.84 
I 0 a a as i al Fete ene ita a aed he 174.28 
ST IN Soils Seek wale Oe wwe es 250.15 
Depreciation of Equipment, 10%............. 68.74 
$13,106.22 
Balance at Credit, 3lst December, 1933... ... 2.2... ccc cece eee ee ees 
Represented by— 
II set ayn satis venw st eteaveeumeie $1,391.44 
Eeco—Acoounts Payable... ... 0. coc cccccvcceess 1,279.81 
mcnmemoe ae 
Furniture and Equipment—Less Depreciation. ............... $618.61 
(Expenditure, $13,106.22; Revenue, $7,414.08; Excess Expendi- 
ture for Year, $5,692.14.) 
DEPARTMENT OF PUBLICITY AND HEALTH EDUCATION: 
es Ae $1,336.41 
Grant from Canadian Life Insurance Officers’ Association.......... $5,000 .00 
NII t il air td cts nc Hak ach ea 8 OE Cad eb Raa Pe ee lw a 25.21 
$3,361.62 
IR hae hie Ys ota diwag catenma eee ee $4,861 .00 
PE MIO. hk oe Rk ch eek res Saws 89.30 
0 ERE Rees ere re rere ree 745.94 
Office Supplies and General Expenses.......... 55.35 
Stationery, Printing and Literature........... 167.95 
Depreciation of Furniture and Equipment, 10% 25.59 
——— $5,945.13 
Balance at Credit, 3ist December, 1933. ..............0. cece cececececes 
Represented by— 
I ett irs ok. cin Do ee eek Uw a $288 . 54 
Less—Account Payable........ 2... ccc ccc ccc ees 102.32 
——_ $186.22 
Furniture and Equipment—Less Depreciation................ $230.27 


(Expenditure, $5,945.13; Revenue, $5,025.21; Excess Expendi- 
ture for year, $919.92.) 








Approved. 














Special 
Grant Special 
Funds Grants 
$716.14 
$716.14 
$730.24 
$730.24 
$416.49 
$416.49 





$1,862.87 $1,862.87 
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REPORT OF THE EDITOR 


Mr. Chairman and Members of Council:— 


Owing to the fact that it was necessary, from the 
financial point of view, to keep the size of the Journal 
about the same as it was last year, namely, 114 pages, 
much good matter offered for publication has had to be 
declined or held over for a considerable time. The number 
of papers received was 318, of which 51 were refused for 
various reasons. As before, the illustrations have been 
reduced to the minimum and, where possible, have been 
grouped in blocks, thereby saving expense. 


The series of papers which we have been publishing 
on Medical Education has come to an end, as also the 
second series on Physiotherapy. A series on the early 
diagnosis of cancer, written specially for the Journal by 
well-known authorities, has been appearing this year. 
In the main, these papers have been short and to the 
point, and should prove helpful. A new Section, that of 
Economics, has been created. In it the economic situation 
in various parts of Canada as it affects the profession has 
been fairly fully dealt with by means of articles specially 
written to cover various phases of the subject and by 
news items. British Columbia, Alberta, Saskatchewan, 
Manitoba, Ontario, Quebec, and New Brunswick have 
received attention, and the subject is still being pursued. 
Another new Section, Notes on the British Pharma- 
copeeia and Canadian Formulary, has been started, and 
Drs. V. E. Henderson and G. H. W. Lucas, of the Uni- 
versity of Toronto, have furnished us with many informa- 
tive and practically useful comments. 


The quality of the articles submitted for publication 
has been, on the whole, excellent, and more care in the 
authors’ preparation of the manuscripts is becoming 
evident. Special mention, perhaps, may be made of the 
following:—‘‘The Fourth Listerian Oration,” by Prof. 
Robert Muir; ‘Status Lymphaticus,” by Dr. W. N. 
Kemp, an article which received considerable attention, 
editorially, in the British Medical Journal; ‘‘Some Aspects 
of the Menopause,” by Prof. B. Whitehouse; ‘“‘Steriliza- 
tion of the Feeble-Minded,” by Hon. Dr. H. A. Bruce; 
“The Position of the Circulation in Nephritis,” by Prof. 
H. Oertel; “‘Experimental Intestinal Obstruction,” by 
Drs. N. B. Taylor, C. B. Weld, and G. K. Harrison; ‘“‘The 
Outlook for overcoming Pneumonia,” by Dr. Rufus Cole, 
of New York; “Some unusual Manifestations of Tuber- 
culosis,” by Sir Humphry Rolleston; “Clinical Studies 
with the Urea Clearance Test,”’ by Drs. L. G. Bell, C. R. 
Gilmour, and A. T. Cameron; “ Tuberculous Rheumatism,” 
by Dr. A. LeSage; ‘‘ Dinitrophenol,” by Dr. I. M. Rabino- 
witch; “Intestinal Parasites in Montreal,” by Dr. Annie 
Porter; “Entamoeba Histolytica and Colitis in Montreal,” 
by Dr. R. H. M. Hardisty; ‘‘The Chemical Nature of the 
Fat-Soluble Vitamin of Growth,” by Prof. M. Javillier, 
of the Sorbonne; ‘The Factors concerned in Intra- 
ocular Absorption,” by Dr. H. C. Connell; ‘“ Bilirubin 
Formation and the Reticulo-endothelial System,,”’ by 
Dr. R. Gottlieb; ‘‘Staphylococcus Infection in Diabetes 
Mellitus,” by Drs. J. A. Gilchrist and M. J. Wilson; 
‘‘Electrocardiographic Studies of the Dying Heart in 
Angina Pectoris,”’ by Drs. R. L. Hamilton and H. Robert- 
son. The length of this list is an index of the high quality 
of the material published this year in the Journal. 


Worthy of note under ‘‘ Men and Books” are:—‘‘ The 
Reading of History” by Sir Andrew Macphail; ‘The 
Early Medical History of Edmonton,” by Dr. H. C. 
Jamieson; ‘John Hutchison Garnier,” by Dr. W. V. 
Johnston; ‘‘Dr. Thomas Chisholm, M.P.,”” by Dr. F. A. 
Clarkson; “Sir William Osler—Parasitologist,’’ by Dr. 
T. W. M. Cameron; and “‘ Heredity and the Social Problem 
Group,” by Dr. Madge T. Macklin. 


Rare cases reported were:—Cholecystitis glandularis 
proliferans, by Dr. F. W. Wiglesworth; Primary Car- 
cinoma of the Lung in a Child, by Dr. J. M. Beardsley; 
Granulomatous Myocarditis, by Prof. James Miller; 
Infestation with Strongyloides stercoralis, by Prof. F. T. 
Cadham; Neurinoma of the Vault of the Palate, by Dr. 
P. Panneton; Superficial Abdominal Gangrene as a Com- 
plication of Varicella, by Dr. T. R. Nichols; and Skin 
Infection due to Alternaria tenuis, by Dr. M. E. Borsook. 


Great numbers of books have come in for review, 
among them the following by Canadian authors:—‘‘ Medi- 
cine in Canada,” by Dr. W. B. Howell; ‘The Study of 
Anatomy,” by Prof. 8. E. Whitnall; “Surgical Pathology”’ 
(third edition), by Prof. William Boyd. 

The editorials, in the main, have dealt with topics 
of practical importance, and have been planned with the 
idea of keeping our readers au courant with the latest 
developments of medical thought, both scientific and 
social. Among the subjects considered may be men- 
tioned, Medical Education, Medical Economics, Unem- 
ployment Relief, the Early Diagnosis of Cancer, the 
Qualification of Specialists in Canada, Epidemic Encepha- 
litis, Amoebiasis, the Fish Tape-worm, Brucella Infection, 
Poisoning with the Barbiturates, Dinitrophenol, Food 
and Drug Acts, the Ethics of Advertising, and the Phy- 
sician’s Responsibility in Prescribing. 

We have endeavoured to group together papers on 
the same or allied topics and have often made editorial 
comment on these in the same issues. Also, ‘‘fillers”’ 
and items of the class used in ‘‘ Topics of Current Interest” 
have been selected so as to supplement the articles referred 
to. All this has been done to concentrate interest and 
make reference more complete and accessible. 

The Section of Abstracts is now more comprehensive 
than ever. It covers all departments of medicine, includ- 
ing the specialties, as well as physiology, biochemistry, 
and experimental medicine. A few French, German, 
and Italian journals are being abstracted. Some new 
abstractors have been secured, to take on subjects that 
have hitherto been only partially covered. Henceforth 
all branches will be regularly and systematically dealt 
with. When finances permit, it is hoped that this Section 
will be further improved. 


The Section of ‘Letters, Notes and Queries” is 
gaining ground slowly, and we would commend it to our 
readers as a forum for the recording of experiences and 
the exchange of opinions. 


During the period under review the Association has 
had the sad misfortune to lose no less than three of its 
Past-presidents, in the persons of Irving Cameron, John 
Stewart, and F. N. G. Starr. The Journal has pub- 
lished appropr'ate obituary notices of our late colleagues, 
which have been reprinted in separate form and sent to 
relatives and others interested, and to members of the 
Executive. Copies also, together with original photo- 
graphs, blocks, and illustrations have been sent to Dr. 
C. F. Wylde, for deposit in the archives of the Association. 


We are at the present time exchanging with 71 
medical journals in various countries We have been in 
touch with these, with the idea of learning what disposition 
is made of the Canadian Medical Association Journal 
after it has served its initial purpose. It is gratifying to 
find that it is valued and in almost every instance is 
bound for permanent preservation or donated to some 
medical library. 


Some minor changes are planned in the format of 
the Journal, so as to facilitate indexing and bring our 
system more into line with generally accepted practice. 


The Twenty-year Index is making satisfactory 
progress. 


It is desirable that the various Sections of the Associa- 
tion should receive more specific notice in the pages of 
the Journal, and this would be much facilitated if their 
secretaries would furnish the Editor with their minutes, 
or excerpts from them, with recommendations as to 
publication of important matters. Papers read in the 
Sections should be handed to the General Secretary for 
transmission to the Editor It is desirable also that 
secretaries of provincial medical associations and local 
medical societies should furnish the editor with accounts 
of their meetings, not bald statements but what would 
practically be brief abstracts of the papers read. This 
brings up the question of the publication of Presidential 
Addresses. Publication of these has been left to the 
discretion of the Editor. The ideal way would be to 
publish short abstracts of the presidential addresses to- 
gether with the report of the meetings at which they were 
delivered, dealing only with essentials, and in the case of 
addresses of more than ordinary importance to deal with 
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them editorially, and, very exceptionally, to publish 
them in full. Up to the present the Journal has not 
often received adequate reports of the annual meetings 
of the provincial Associations, and frequently none at all. 


The thanks of the Editorial Board are herewith 
extended to the officers of the Association who have so 
freely placed their knowledge and advice at its disposal, 
to the provincial editors, and to the many contributors 
who have made the Journal possible. In particular, its 
thanks are due to Drs. Arnold Branch, William Boyd, 
E. E. Shepley, and D. L. Thomson for writing special 
editorials by request; to Dr. L. F. Barker for contributing 
to the ‘Clinical Conferences; to Drs. B. J. Brandson, 
F. J. H. Campbell, D. E. H. Cleveland, W. Alan Curry, 
W. H McGuffin, J. C. Meakins, G. E. Tremble, and 
A. E. Whytock for their kindly assistance in preparing 
special articles on the early diagnosis of cancer; to 
Drs. T. E. Brown, Lillian Chase, G. E. Learmonth, 
J. H. MacDermot, Harris McPhedran, E. 8. Moorhead, 
W. E. Park, J. Stevenson, C. J. Veniot, and Ward 
Woolner for their contributions to the Section of 
Economics. Finally, the Editor wishes to record his 
personal appreciation of the ready and efficient cooperation 

Dr. H. E. MacDermot, the Assistant Editor, of the 
office staff, and of the Murray Printing Company. 


All of which is respectfully submitted. 


A. G..NICHOLLS, 


Editor. 
Approved. 


REPORT OF THE COMMITTEE 
ON ETHICS 


Mr. Chairman and Members of Council:— 


Only one matter was referred to your Committee 
and dealt with by the nucleus at Kingston. 

The Academy of Medicine, Toronto, complained 
that they could not get the Bell Telephone Company to 
list specialists in their general list and requested that 
pressure be brought to bear on the Company to concede 
this arrangement. The Company replied that the doctors 
had the right to place any information they desired in 
the special list and they could not see their way to alter 
their general list because they had agreements, in regard 
to this matter with associated companies. The nucleus 
committee felt that the matter might again be brought 
to the attention of the Company by the Executive Com- 
mittee, but they themselves had no power to act in the 
matter. 

All of which is respectfully submitted. 


L. J. AUSTIN, 


Chairman. 
Approved. 


Following discussion of this report, the fol- 
lowing resolution was duly moved, seconded and 
approved :— 


‘¢That this Association make no pronouncement with 
regard to the listing of physicians’ names in heavy 
type in the telephone directory; and that, in the 
opinion of Council, local circumstances should be 
taken into consideration in deciding a matter of 
this kind, along with the principles set forth in the 
Code of Ethics of the Association.’ 





REPORT OF THE MANAGING 
EDITOR 


Mr. Chairman and Members of Council:— 


I have the honour to submit the report of Managing 
— of the Journal for the year ending December 31st, 
1933. 








This report is hardly separable from that of the 
Honorary-Treasurer and the main features of the year’s 
activities have been reviewed in the latter’s report. The 
economies imposed on us by the reduction of Journal 
receipts, membership fees, etc., have necessitated keeping 
the issues at a minimum size. This, it may be confidently 
asserted, has not resulted in any deterioration in the 
quality of the Journal. 

Contributors to the Journal are frequently requested 
by the Editorial chair to reduce the number of their 
illustrations to the minimum. This is occasioned by 
economic pressure and the higher cost of illustrations. 
For half tones, the increase in cost, for the first five square 
inches, is 42.85 per cent; for zine cuts 57-1/7 per cent. 
For additional measurements, the increase amounts to 
20 per cent in both half tones and zine cuts. In addition, 
a Government tax of 6 per cent is now payable on all cuts. 

A comparative table of the Journal contents for the 
past four years is submitted :— 





1930 1931 1932 1933 
Original Articles, Case 
Reports, Retrospects, 
Men & Books, Clin- 
ical & Laboratory 
DUN acs crn be wi 290 267 258 271 
Number of Pages— 
Mr Peace ose 1,812 1,614 1,424 1,376 
Advertising. ..... 839 715 704 649 
Illustrations...... 381 363 235 203 


Journals issued... 55,775 55,565 53,420 50,700 
All of which is respectfully submitted. 
F. S. PATCH, 
Managing Editor 
Approved. 


REPORT OF THE COMMITTEE 
ON PHARMACY 


Mr. Chairman and Members of Council:— 


The Canadian Pharmaceutical Association ap- 
proached the Canadian Medical Association to ask whether 
this latter body would support them in bringing pressure 
to bear upon the Government to adopt certain amend- 
ments to the Patent and Proprietary Medicines Act. 
This, when referred to this Committee, led to a circular 
letter to all members asking their opinions on certain 
points which covered, and were in some cases wider, than 
the proposed amendments of the Canadian Pharma- 
ceutical Association. 

There was general agreement that any registered 
proprietary which contained one of the drugs scheduled 
in the Act should display on the bottle or package the 
word “poison,” as numerous cases of poisoning have 
occurred from such proprietaries as A.B.S. and C. Tablets. 

It was also generally felt that the limitation of the 
sale of registered proprietaries to drug stores alone would 
entail some hardships on people living in country districts. 
It may be noted in passing that several correspondents 
mentioned aspirin as a proprietary which it would be 
unfortunate to withdraw from groceries, etc. Yet this 
is not a registered proprietary and under the Pharmacy 
Acts of the various Provinces may not be so sold. 


There was wide-spread thought and unanimous agree- 
ment that an amendment should be supported, preventing 
the peddling of registered proprietaries from door to door. 
The reasons underlying this suggestion are, that there 
are many cases known to Inspectors under the Provincial 
Medical Act, particularly in Ontario, where peddlers 
going from door to door and finding some one ailing 
have at once called attention to the virtues of the particu- 
lar proprietary in which they deal. Evidence such that 
they can be prosecuted under either Provincial Medical 
or Pharmaceutical Acts is lacking and naturally almost 
impossible to obtain. Yet this practice is definitely at 
variance with the promotion of public health. 
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There was further general, but not unanimous, agree- 
ment that the Act should be so amended as to require 
that the preparation of any proprietary should be carried 
out by a pharmacist with Provincial registration. It is 
well known that lay persons with no medical, pharma- 
ceutical or chemical knowledge often prepare such pro- 
prietaries. This may readily lead to inaccuracies which 
may be dangerous to the public health. 

It was further generally agreed that in the case of 
those proprietaries which are not registered under the 
Patent and Proprietary Medicines Act, but fall under the 
Food and Drugs Act where it is required that the names 
of the ingredients must be given, that this latter Act 
should be amended so that the quantities also must be 
shown. This would, in part, prevent deception. For 
example, in the case of one of these proprietaries, as re- 
ported in the Canadian Medical Association Journal some 
years ago, the amount of bismuth was so small as to be 
completely valueless. 

The Department of Health at Ottawa is very loath 
to introduce amendments to the Patent and Proprietary 
Medicines Act, as there is some question as to whether 
it is ultra vires of Dominion legislation, as it conflicts in 
part with the Provincial Pharmacy Acts. 

The Canadian Medical Association would be well 
advised were it to press the Dominion Government to 
call a conference representative of the Medical and 
Pharmaceutical professions and the Provincial Govern- 
ments, to consider the whole question of Patent, and 
Proprietary Medicines, registered and unregistered, and 
a poisons, in regard to which there should be a uniform 
aw. 

All of which is respectfully submitted. 

VELYIEN E. HENDERSON, 


Chairman. 


In connection with this report, exception was 
taken to the clause, ‘‘it is wtra vires of Do- 
minion Legislation, as it conflicts in part with 
the Provincial Pharmacy <Acts.’’ 

Dr. Heagerty expressed the opinion that, 
rather than to follow the suggestion of the report 
and call a conference representative of the medi- 
eal and the pharmaceutical associations and the 
Provincial Governments to consider the question 
of patent medicines, it would be better to have 
a conference between the Canadian Medical As- 
sociation and the Government. It was finally 
decided that this report should be referred back 
to the Committee on Pharmacy, along with the 
suggestions offered. The matter will engage the 
attention of the Executive Committee at a later 
date, when the Committee on Pharmacy is ready 
to report further. 


REPORT OF THE POST- 
GRADUATE COMMITTEE 


Mr. Chairman and Members of Council:— 


Last autumn, a team of speakers was supplied to the 
four Western Provinces and North Western Ontario. 
This year, a team is being sent to the Maritime Provinces. 

Until such time as the work of the Department may 
be resumed on a scale commensurate with what has been 
done in the past, it is proposed that, when the annual 
meeting of the Association is held in the East, a team of 
speakers be provided for the West, and vice versa. In 
this way, the Department will at least be kept alive, and 


we hope the time is not far distant when it may be possible 
to extend the work somewhat along the lines of former 
years. 


All of which is respectfully submitted. 
GEO. 8S. YOUNG, 


Chairman. 
Approved. 


REPORT OF THE JOINT STUDY 
COMMITTEE ON NURSING 
EDUCATION 


Mr. Chairman and Members of Council:— 


Since our last annual report to this Association, the 
Joint Study Committee on Nursing Education has carried 
on as a national clearing house for the Provincial Com- 
mittees, as well as giving consideration to some questions 
submitted by the Executive of the Canadian Nurses’ 
Association. The work of organizing Provincial Study 
Committees was completed. In every province we have 
a study group working in co-operation with the Provincial 
Nursing and Medical Associations. We have arranged for 
the distribution of minutes from the provincial Joint 
Study Committees of Manitoba, Alberta and British 
Columbia, at their request, and will be pleased to extend 
this service to the other provinces if they so desire. 

The Committee has held monthly meetings through- 
out the fall and winter, and has given a good deal of time 
to investigation of problems growing out of the Survey. 
As none of these have reached the reporting stage, we can 
only submit progress at this time. 

Early in the year, the Committee asked the President 
of the Canadian Nurses’ Association and the Secretary 
of the Department of Hospital Service of the Canadian 
Medical Association to become members of our group. 
This has been eminently satisfactory, and we would ask 
this Association to confirm the appointment of Dr. Agnew. 

It is the general opinion of the Joint Study Com- 
mittee that the committee should continue until the best 
form of permanent organization is decided upon and 
brought into operation. We recommend that this 
Association, by resolution, concur in the continuance of 
the Committee. 

We regret very much to report the resignation from 
our Committee of Dr. A. T. Bazin of Montreal. It is 
doubly regrettable because indifferent health is the 
reason for his retirement. 

In so far as the Canadian Medical Association is 
concerned, Dr. Bazin was a pioneer in urging investigation 
of the whole nursing problem. In the early years of the 
Joint Study Committee his counsel was always valuable, 
and he was always a kindly connecting link between the 
Committee and this Association. We trust that his 
health will soon be restored, and that he may continue 
to give his support to the Association he valued so much. 
It will be necessary for you to appoint a successor at this 
meeting. 


All of which is respectfully submitted. 
G. STEWART CAMERON, 


Chairman. 
Approved. 


REPORT OF THE STUDY 
COMMITTEE ON CANCER 


Mr. Chairman and Members of Council:— 


Your Committee met in Toronto on April 21st, 1934. 
Discussion took place as to the desirability or other- 
wise of establishing in Canada some such organization 
as the British Empire Cancer Campaign. The object 
would be to co-ordinate effort in dealing with the cancer 
problem in all its aspects and in all parts of Canada. 
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This should be a national project formed under the exgis 
of the Canadian Medical Association. 

It was resolved that it is desirable to form an organ- 
ization that might be called ‘‘The Canadian Cancer Cam- 
paign”’ with affiliations as a branch of the British Empire 
Cancer Campaign and that this body should function in 
Canada much in the same manner as the parent organ- 
ization in Great Britain. Furthermore it is suggested 
that before the formation of this body is undertaken, 
all organizations in Canada at present engaged in any 
work connected with the Cancer problem, should be asked 
their opinion as to the desirability of forming this national 
body and as to the possibility of co-operation in Canada 
between the various bodies concerned. 


All of which is respectfully submitted. 


A. PRIMROSE, 


Chairman. 
Approved. 


REPORT OF THE COMMITTEE ON 
INTER-PROVINCIAL RELATIONS 


Mr. Chairman and Members of Council:— 


The Committee on Inter-Provincial Relations has 
been in communication with all the provinces. Replies 
were received from four. One offered no suggestions, 
the three others expressed views which were not strictly 
in accord with By-Law VIII of the Association, which 
reads as follows:—‘“‘It shall be the duty of the Committee 
on Inter-Provincial Relations to promote greater interest 
by Provincial Associations in the welfare of the Canadian 
Medical Association; to take cognizance of any problems 
arising from the action of any Provincial Association 
affecting other Provincial Associations or the Canadian 
Medical Association, and to review new activities of 
Provincial Associations and to communicate such to other 
Provincial Associations.” The relations between the 
provinces have been most cordial. This year, By-Law 
VIII has not been active, but should remain unchanged 
so as to meet any emergency which may arise. 


All of which is respectfully submitted. 
G. CLOWES VAN WART, 


Chairman. 
Approved. 

In discussing this report, the General Secre- 
tary pointed out that during the past year or 
two a very useful purpose has been served by 
a number of the Provincial Associations sub- 
mitting copies of the minutes of their Executive 
Committee meetings (or such portions of these 
minutes as have a national interest) to the 
Central Office. Council recommended that this 
suggestion be passed on to all the Provincial 
Associations. 


REPORT OF THE COMMITTEE ON 
MATERNAL WELFARE 


Mr. Chairman and Members of Council:— 


I have the honour to submit the following Report 
of the Committee on Maternal Welfare for the year 
1933-1934. 


Your Committee feels that attempts made to educate 
the public as to the great importance of maternal care 
and its relation to national and personal prosperity and 











[Sept. 1934 


happiness have been so far only partly successful and 
would ask the Association to make an effort to interest 
the profession and all Provincial and local medical 
societies in bringing before the public the principles of 
maternal care and maternal welfare. The large majority 
of our people do not yet appreciate the supreme importance 
of pre-natal care. They do not realize that one-third 
of our maternal mortality is due to the toxemias and 
that most of the toxzemias may be prevented. Nor do 
they realize that one-third of our maternal mortality is 
due to puerperal septicemia and that puerperal septicemia 
is a preventable disease. We lose three Canadian mothers 
every day in the year. One mother dies every day from 
puerperal sepsis. One mother dies every day from the 
toxemias of pregnancy. The majority of these lives, 
amounting to nearly 1,200 every year, could and should 
be saved. 


The following are the statistics in Maternal Mor- 
tality as supplied by the Dominion Bureau of Statistics. 
ADDENDUM 


MaTERNAL Mortauity IN CANADA IN 1932 AND THE 
First Nine Montus oF 1933 


1933* 
1932 First Nine Months 
! 
All Puer- | Other All Puer- | Other 
Puer- | peral | Puer- | Puer- eral | Puer- 
peral | Septi- | peral | peral epti- | peral 
Cases | cemia | Causes | Causes | cemia | Causes 

Number of deaths. 

nme recs ca o 413 768 837 279 558 
Prince Edward Island... 13 6 4 
INGVA DOOUB «0.65 ss60aie 53 14 39 38 16 22 
New Brunswick......... 63 17 46 47 10 37 
DOO 5.0.95 506s aloes 421 172 249 293 95 198 
MOROBINO 5 <2 5.cct eo dacoe3 343 94 249 265 97 168 
WEMMRBIR 6 «osc 53s 0355450 68 29 39 38 13 25 
Saskatchewan........... 102 35 67 65 16 49 
UR gp aciccieciee veut 64 30 34 55 18 37 
British Columbia........ 54 16 38 30 12 18 

Rate per 1,000 live births. 

CR it to oe 5.0 1.8 3.3 4.9 1.6 3.3 
Prince Edward Island. . 6.4 3.0 3.0 4.0 1.3 2.7 
Nova Sova... 2.060060 4.6 1.2 3.4 4.4 1.9 2.6 
New Brunswick......... 5.8 1.6 4.3 6.1 1.3 4.8 
RII occ wos onc c tees 5.1 2.1 3.0 5.0 1.6 3.4 
ROMER hid ann aaswnes 5.1 1.4 3:7 5.4 2.0 3.4 
DIR a ack sce oes 4.8 2.1 2.8 3.7 1.3 2.4 
Saskatchewan........... 4.9 bt 3.2 4.2 1.0 3.2 
RRR 4 cicero eres 3.8 1.8 2.0 4.7 1.5 3.2 
British Columbia........ 5.3 | 1.6 3.7 4.2 eT 2.5 


*Preliminary figures. 


Again your Committee would draw attention to the 
problem of providing medical service to our Outpost 
Homes and that not only in the far west and the far north 
but in the older provinces where sparse settlement and 
difficulties deprive homes and families of medical care. 
Your Committee would ask the Association to bring this 
problem not only to the attention of the provincial 
medical associations, but to the attention of the Dominion 
Government and the Provincial Governments. It con- 
cerns them all. In the day of the aeroplane and the radio 
it should not be impossible to solve this problem. 

Your Committee would recommend for study the 
following reports:— 

1. A Five Year Survey of Maternal Mortality in 
Manitoba by Drs. Jackson, Defries and Sellers, Can. 
Pub. Health Journal, March, 1934. 

2. Maternal Mortality in New York City, edited by 
Geo. W. Kosmak. 


All of which is respectfully submitted. 


W. B. HENDRY, 


Chairman. 
Approved. 


The following points were brought out in the 
discussion of this report :— 
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‘‘The recommendation made in this report is 
an extremely important one, that is, that the problem 
of medical service in outlying districts be brought 
to the attention of the Provincial Medical Associa- 
tions, the Dominion Government, and the Provincial 
Governments. The Victorian Order of Nurses report 
that the maternal mortality rate with them is now 
1.9, whereas, a year ago, it was 2.4. The reduction 
is due to the fact that a larger number of cases are 
treated in hospitals. If we could provide nursing 
and hospital care for every case of confinement there 
would be a vast reduction in maternal mortality 
rates. We would express the hope that very definite 
action be taken with regard to this report. 

‘In connection with Red Cross work in the 
Province of Ontario, we have a large number of 
outpost hospitals. In the past ten years we have 
conducted several thousands of confinement cases. 
Last year, the Red Cross nurses conducted 110 cases 
of confinement without a doctor being present and 
without one mortality. In each of these cases the 
mother was seen by the nurses several times before 
confinement. This is very important. We do not 
advocate the conduction of confinement cases with- 
out a doctor. These 110 cases mentioned were cases 
where no doctor could be obtained. Our work is 
carried on absolutely under the direction of a local 
physician where there is one who can be reached. 

“* Adequate medical supervision during the 
whole nine months of pregnancy is necessary. Much 
of the success in the outposts is due to teaching the 
public how to maintain health.’’ 


It was felt that a useful purpose would be 
served if in each of the Medical Societies 
throughout Canada a special day could be de- 
voted to post-graduate lectures on the cause and 
prevention of maternal mortality, and the Post- 
graduate Committee was instructed to develop 
this idea. 


REPORT OF THE COMMITTEE ON 
LEGISLATION 
Mr. Chairman and Members of Council:— 


Your Committee on Legislation has met on many 
occasions during the past year, and, during the present 
Session of the House of Commons, has had various 
interviews with the Minister of Health and his depart- 
mental officials. Our consultations were largely in 
regard to amendments to the Food and Drugs Act and 
the Proprietary or Patent Medicine Act. We have not 
succeeded in securing every amendment which we sought 
in connection with these Acts, but we have made several 
advance steps. 


The following is the text of the Bill to amend the 
Food and Drugs Act:— 


“His Majesty, by and with the advice and consent 
of the Senate and House of Commons of Canada, 
enacts as follows:— 


1. Subsection one of section three of the Food 
and Drugs Act, Chapter seventy-six of the Revised 
Statutes of Canada, 1927, is amended by adding 
thereto the following paragraph immediately after 
paragraph (h) thereof :— 


‘‘(j) adding to or removing from the list contained 
in Schedule A hereto such abnormal physical 
states, disorders, diseases, or symptoms of 
diseases, and adding to or removing from 
Schedule B hereto such material as may be 
deemed by the Minister to be necessary in the 
public interest.” 


2. The said Act is further amended by adding 
thereto the following section immediately after 
section six thereof :— 


6A No person shall import, offer for sale, or sell 
any remedy represented by label or by adver- 
tisement to the general public as a treatment 
for the diseases, disorders or abnormal physical 
states named or included in Schedule ‘‘A’’ to 
this Act, or in any amendment to such schedule. 


EXPLANATORY NOTES 


The main purpose of this amending Bill is to bring 
the Foods and Drugs Act and the Proprietary or Patent 
Medicine Act into conformity in regard to diseases for 
which remedies marketed under these Acts may not be 
sold. Under the Proprietary or Patent Medicine Act 
remedies are not permitted to be sold for the diseases 
mentioned in the proposed Schedule A appended; whereas, 
remedies for these diseases may be sold under the Food 
and Drugs Act. It is now proposed to apply Schedule A 
to the Food and Drugs Act, thereby bringing both Acts 
into conformity. 


Schedule A: 


Alcoholism, Appendicitis, Arteriosclerosis, Blood 
Poisoning, Bright’s Disease, Cancer, Diabetes, 
Diphtheria, Dropsy, Epilepsy, Erysipelas, Gall- 
stones, Kidney Stones, Bladder Stones, Gan- 
grene, Gastric and Duodenal Ulcers, Goitre, 
Heart Diseases, High Blood Pressure, Infantile 
Paralysis, Influenza, Lockjaw. 


3. The said Act is further amended by adding 
thereto the following section immediately after 
section eight thereof :— 


“8A (1) Notwithstanding anything contained in the 
last preceding section, no person shall im- 
port, manufacture, sell or offer for sale any 
compound vinegar, vinegar mixture, imi- 
tation vinegar or substitute for vinegar. 

(2) Any acetic acid found in the possession of a 
manufacturer of food products or on any 
of the premises occupied by him as such 
shall be deemed to be of a kind which might 
be employed for purposes of adulteration 
and may be seized by an inspector, and such 
manufacturer shall be liable upon summary 
conviction for a first offence to a fine not 
exceeding two hundred dollars and costs 
and not less than fifty dollars and costs or 
to imprisonment for any term not exceeding 
three months, or to both fine and imprison- 
ment, and for each subsequent offence to a 
fine not exceeding five hundred dollars and 
costs and not less than one hundred dollars 
and costs or to imprisonment for any term 
not exceeding six months or to both fine 
and imprisonment, and the acetic acid in 
question shall be forfeited to His Majesty 
and may be disposed of as the Minister may 
direct.” 





The following is the text of the Bill to amend the 
Proprietary or Patent Medicine Act:— 


“His Majesty, by and with the advice and consent of 
the Senate and House of Commons of Canada, 
enacts as follows:— 


1. Subsection one of section eight of the Proprietary 
or Patent Medicine Act, chapter one hundred and 
fifty-one of the Revised Statutes of Canada, 1927, is 
amended by adding the following paragraph immedi- 
ately after paragraph (f) thereof:— 


“* (g) if it contains any drug which is included in the 
schedule to this Act and there is not printed in 
a conspicuous manner on the labels and wrap- 
pers the following warning :— 
‘This preparation contains a potent drug and 
should be kept in a place inaccessible to 
children.’ ” ; 
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EXPLANATORY NOTES 


The purpose of this amendment is to induce parents 
or guardians to place patent medicines containing potent 
drugs which might prove injurious to children in a place 
inaccessible to them. 

We have also had under discussion the evils resulting 
from the indiscriminate sale of barbituric preparations. 
We have arranged for conferences between this Com- 
mittee, representatives of the Pharmaceutical Association 
and the departmental officials. I do not think it possible 
to have legislation provided during the present session of 
Parliament, but your Committee begs to report decided 
progress in the negotiations. 


All of which is respectfully submitted. 


G. D. STANLEY, 
Chairman. 


Approved. 


REPORT OF THE COMMITTEE 
ON ROYAL COLLEGE OF 
SURGEONS OF ENGLAND 


Mr. Chairman end Members of Council:— 


Your Committee has nothing to report except to 
state that correspondence with certain officials of the 
Royal College of Surgeons of England and others inter- 
ested in Great Britain, wou'd indicate that further co- 
— is desirable and likely to be attained in the 
uture. 


It may be stated that after Canada took the initiative 
in securing the consent of the Royal College of Surgeons 
to conduct the Primary examinations for the fellowship 
in Canada, Australia applied for and obtained similar 
privileges. One such examination has already been held 
in Australia. and a second examination will be conducted 
this year in that country when a large number of candi- 
dates will present themselves for the primary fellowship. 

All of which is respectfully submitted. 


A. PRIMROSE, 
Chairman. 


Approved. 


REPORT OF THE MEYERS 
MEMORIAL COMMITTEE 


Mr. Chairman and Members of Council:— 


In June 1932, the first award was made by the 
Meyers Memorial Committee when the prize of $100 was 
given to Dr. A. McCausland of the Ontario Hospital, 
Mimico, for his thesis on ‘‘The Functional Neuroses.”’ 

The restriction of the topic for discussion and the 
comparatively small number of practitioners who take 
an interest in this limited field, make the likelihood of.a 
large response very poor. 

The only recommendation the Committee has to 
make is that the Association continue to give as wide 
publicity as possible to this bequest, first, through the 
columns of the Journal; second, by soliciting the co- 
operation of the Canadian National Committee for 
Mental Hygiene; and third, by circulating to the Mental 
Hospitals of Canada information as to the conditions 
governing the prize. 


All of which is respectfully submitted. 


J. T. FOTHERINGHAM, 
Chairman. 


Approved. 
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REPORT OF THE COMMITTEE 
ON EDUCATION 


Mr. Chairman and Members of Council:— 


The Committee recommends the adoption of a 
revision of the principles defining the objectives of medical 
education :— 

I. The main purposes of the undergraduate medical 
course are to train the student so that on graduation he 
will have acquired the following :— 


(a) Character and Personality. 


The capability of thinking for himself, of con- 
tinuing his self-education, of being ripened by ex- 
perience, of being resourceful and showing initiative 
in investigation and research. 

The attitude and inclination to approach 
problems from (1) a scientific point of view, 7.e., 
to practise the science of medicine; and (2) a human- 
itarian point of view, 7.e., to practise the art of 
medicine. 


(b) Qualifications. 


The possession of the medical knowledge that qualifies 
him to proceed to any one of the following :— 


1. The general practice of medicine, either individu- 
alistic or organized, of the new type suited to the 
needs of modern society. 

2. The conduct of scientific work in one of the 
medical sciences. 


3. Post-graduate instruction in preparation for the 
field of Preventive Medicine. 


4, Post-graduate instruction in preparation for the 
practice of one of the Specialties. 


II. Graduate courses of instruction should be organ- 
ized to provide for the training of men for the practice of 
the Specialties or for Preventive Medicine. 

The determination of the qualifications of specialists 
to practise in a special field should be-based on the fulfil- 
ment of certain minimum educational requirements and 
the passing of a specialist examination. 

The possession of the necessary qualifications as a 
specialist should be recognized by a non-compulsory 
certificate or diploma, and by the publication of a register 
or list of those so qualified. 

The supervision of the qualification and certification 
of specialists should be placed under a board or council, 
consisting of representatives of the medical practitioners, 
the medical associations, the medical licensing bodies 
and the universities. 

All of which is respectfully submitted. 


E. STANLEY RYERSON, 


Chairman, 


Approved. 


INTERIM REPORT OF THE COMMITTEE 
ON GROUP HOSPITALIZATION 


Mr. Chairman and Members of Council:— 


“Group Hospitalization” or the “Prepayment Plan 
for Hospitalization” has arisen in an effort to ease the 
burden of hospital costs on the individual. During the 
last four years the movement has spread very rapidly 
over the entire United States and a number of Canadian 
centres have either adopted some plan or are considering 
doing so very shortly. In many respects these plans are 
similar to the long established pay deductions or checkoffs 
in mining and industrial areas, but are now being ex- 
tended to groups at large or even individuals. Practi- 
cally all do not include medical services, such being an 
individual arrangement. An outline of the essential 
features of the more carefully formulated plans is to be 
found in the booklet ‘Hospital Care in the Family 
Budget.” 
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Much discussion has taken place as to whether or not 
group hospitalization is the best solution for the cost of 
hospital care. If so, some forms would seem much more 
desirable than others. What should be the attitude of 
the medical profession?. What safeguards would seem 
necessary in the interests of (a) the public and (b) the 
medical profession? 


_ As this endeavour to meet hospital costs is spreading 
rapidly and as there seems to be considerable misunder- 
standing on the subject, it would seem advisable that the 
medical profession in Canada endeavour to formulate a 
definite attitude towards this movement. 


Your Committee which was appointed only a very 
short time ago and which is made up of members from 
various parts of Canada, has had no full meetings. The 
Toronto nucleus, however. has met twice, and a consider- 
able amount of information on Group Hospitalization, 


has been collected and sent to the members of the Com- 
mittee. 


As this whole subject is almost entirely new to most 
members of the Canadian Medical Association, and 
because its development has become quite widespread in 
the United States with the probability of similar develop- 
ment in this country where at the present time only a 
very few Group Hospitalization plans are in operation, 
your Committee is of the opinion that the matter should 
be studied by this Committee for another year with the 


hope of bringing in a complete and useful report at that 
time. 


_The Toronto nucleus has agreed upon the following 
basis of study and report :+- 


1. Study and Review of Existing Plans of Group 
Hospitalization. 


(a) American. 
(b) Canadian. 
(c) British. 
2. Summarize advantages of general principle. 


3. Summarize disadvantages and potential dangers 
of Group Hospitalization. 


4. State recommendation of committee re principle 
of Group Hospitalization. 


5. If favourable to Group Hospitalization, outline 
ideal form for Canadian situation: 


(a) Basis of plan. 


(b) Involvement or otherwise of medical pro- 
fession. 


(c) Extent of service provided. 
(d) Financial basis. 


All of which is respectfully submitted. 


F. W. ROUTLEY, 


Chairman 
Approved. 


REPORT OF THE COMMITTEE 
ON ECONOMICS 


Mr. Chairman and Members of Council:— 


The Committee on Economics begs to submit its 
report dealing with A PLAN ror Hrattu INSURANCE IN 
CANADA, prepared in accordance with the instructions 
of the Executive Committee. 


In order to present the report at this time, it was 
impossible to have all members of the Committee review 
it. Nevertheless, it can be stated that the report repre- 
sents the views of the majority of the Committee, it 
having been possible to amend the preliminary draft to 
meet most of the suggestions made by members of the 
Committee. 


MEMBERS OF THE COMMITTEE ON ECONOMICS 


British Columbia— 
Alberta— 


J. H. MacDermot, Vancouver. 


J.S. McEachern Calgary. 
E. L. Pope, Edmonton. 

R. A. Dick, Canora. 

S. E. Moore, Regina. 

George Clingan, Virden. 

G. 8S. Fahrni, Winnipeg. 

E. S. Moorhead, Winnipeg. 
W. Harvey Smith, Winnipeg. 
G. F. Stephens, Winnipeg. 
D. A. Stewart, Ninette. 

J. G. FitzGerald, Toronto. 

J. Heurner Mullin, Hamilton. 
Alexander Primrose, Toronto. 
G. A. Ramsay, London. 

G. H. Stobie, Belleville. 
Ward A. Woolner, Ayr. 
George S. Young, Toronto. 
A. T. Bazin, Montreal. 
Grant Fleming, Montreal. 

L. Gérin-Lajoie, Montreal. 
Albert LeSage, Montreal. 

C. F. Martin, Montreal. 

F. G. Pedley, Montreal. 

New Brunswick— C. J. Véniot, Bathurst. 

Nova Scotia— H. G. Grant, Halifax. 

Prince Edward Island—W.J.P: MacMillan, Charlottetown. 


Saskatchewan— 


Manitoba— 


Ontario— 


Quebec— 
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The plan by which medical service is provided is 
important to the extent that it enables all to enjoy medical 
care, the quality of which is assured by the medical pro- 
fession practising under the plan. 


INTRODUCTION 


The Canadian Medical Association, as a body, 
represents the medical profession of Canada. 


Article II. of the Association’s Constitution and By- 


Laws enumerates the objects of the Association, which 
include :— 


(e) To promote the public health; 


(h) To assist in the advancement of medical legis- 
— for the good of the public and the pro- 
ession. 


Under these objects, it would be fair to assume 
that the Association is committed to engage itself 
actively in the consideration of plans whereby the state 
of the public health may be improved, and to consider 
ways and means to secure any legislative action which is 
deemed necessary to raise the standards and increase the 
efficiency of medical practice, in the common interest of 
the medical profession and the public. 

The Canadian Medical Association has not, as yet, 
expressed any intention of endorsing or pressing a scheme 
on the attention of any government. What is now pro- 
posed is a statement of what the Association considers 
to be essential principles in a scheme of health insurance 
in Canada, so that it may be recognized by those re- 
sponsible for dealing with such subjects, as the considered 
view of the medical profession. What may be done later 
is for the Association to determine. 


The Canadian Medical Association has had the 
subject of Health Insurance brought to its attention 
from time to time, during the past few years. In 1929, 
the Journal of the Association carried two excellent 
articles on Health Insurance by Dr. J. H. MacDermot. 


At the Annual Meeting of the Association in 1929 
the Committee on Economics reported that the British 
Columbia Legislature had appointed a committee to 
study health insurance. After discussion, the following 
resolution was passed by the Council of the Canadian 
Medical Association :— 


“That we recommend to the Association that some 
one be appointed to make a careful study of the 
whole question of state medicine and report to the 
proper committee, which, in turn, will report to the 
next annual meeting.” 


The Executive Committee later secured copies of 
all available literature on the subject for the members of 
the Committee. A memorandum on Health Insurance 
was prepared at the request of the Executive Committee, 
and was presented, as an appendix to the report of the 
Committee on Public Health, at the 1930 annual meeting. 
At this meeting, growing out of the report of the Com- 
mittee on Economics, 


“it was duly moved, seconded and agreed that Council 
request the Committee on Economics to report to 
the Executive Committee, at an early date, with 
reference to the principles which the Committee 
finds are fundamental in the relationship of the 
profession to any system of health insurance.” 


Council, at the 1931 annual meeting, asked the Chair- 
men of the Committees on Public Health and Economics 
to submit names for the formation of a study group to 
consider the question of health insurance. This was done, 
and the study group reported to the 1932 annual meeting. 
At this time, the need for studies of the adequacy of 
medical care in Canada was stressed. 


It was then decided to discontinue this study group 
and to place the responsibility for further activities along 
this line with the Committee on Economics. The Chair- 


man of ‘his Committee asked for more definite instructions, 
and, in response to his request, the Executive Committee, 
at a meeting held in Ottawa on November 29, 1932, 
passed the following resolution :— 


“That the Committee on Economics be authorized 

to prepare a plan or plans for health insurance, and 
that these be passed to the various provincial 
associations for their consideration, criticism and 
suggestions.” 


The present report is prepared, therefore, in accord- 
ance with the resolution of the Executive Committee. 


The necessity for, and advisability of such action 
may be judged by what has happened in other countries 
where the medical profession has usually been ignored 
when health insurance legislation was being drafted, 
partly because the organized medical profession was not 
prepared to give leadership or to speak on behalf of 
organized medicine, no plan having been adopted. 


Even with the French health insurance legislation 
enacted recently it was not until after the Act was passed 
that the medical profession of France organized its 
members, raised the necessary funds, and carried on the 
publicity required to educate the public to the point of 
view of the profession. The result was that the law was 
— so as to meet most of the demands of the pro- 
ession. 


In several provinces the medical profession has 
been requested by Royal Commissions to present the 
views of their members concerning health insurance. 
Obviously, if this is to be accomplished in a satisfactory 
manner, it requires a considerable period of time, and, 
therefore, if the medical profession desires to accept such 
opportunities, the views of the members should be de- 
termined without delay, and the profession be prepared 
to offer definite constructive proposals. 


In this as in other matters, it is the body which has 
prepared a concrete proposal which may expect this 
proposal, with modifications, to be accepted and to provide 
the basic plan for the final scheme. The original basic 
plan is always difficult to change, hence its vital im- 
portance. For this reason alone, the medical profession 
of Canada should be prepared with such a plan, if they 
desire to direct the development of health insurance along 
the lines which to the members appear to be best. This 
is not a selfish motive, because what is best for the medical 
profession must be best for the public. Passive opposition 
gets nowhere. 


I.—PRESENT ORGANIZATION 


Medicine has developed along individualistic lines. 
The individual decides to enter upon the study of medi- 
cine, and, provided he can pass the qualifying examina- 
tions, he is, as a rule, accepted. Having followed his 
medical studies, he is licensed to practise upon having 
passed the required examinations. He then proceeds 
upon his own responsibility to select the location for 
his practice and the form it will take, whether general or 
specialized. 

The choice of physician is made by the patient, who 
not only selects his physician but decides when the physi- 
cian’s services are required, or when he ‘‘is sick enough 
to have a doctor’. Fees are arranged on a personal basis 
between physician and patient. 

The State has some vested interest in the individual 
medical practitioner because the undergraduate medical 
student pays, through his fees, only about one-third of 
cost of his medical education. Public funds or pri- 
vately-subscribed funds defray two-thirds of the cost of 
medical education. 

Large sums of public moneys are invested in hospitals 
which provide the facilities required for the practice of 
medicine and the education of physicians and nurses. 

Furthermore, the profession has had conferred upon 
it certain rights and privileges, which means that the 
State recognizes the profession as a social unit. 

From the point of view of medical services, the 
population may be divided into the three following 
groups :— 
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1. The indigent, who are unable to pay and for whom 
some provision is usually made. 


2. The well-to-do, who can secure such care as they 
require because they are able to pay for it. 


3. The so-called middle-class, whose incomés vary 
greatly, but who, on the whole, are presumably 
able to provide themselves with the necessities of 
life, including medical care. 


Medical Care of the Indigents. 


The present system is a development of the practice 
of medicine under which the practitioner cared for all 
those who came to him and based his fees upon ability 
to pay. 

In general, the care of the indigents in their own 
homes is left to the medical profession, although in some 
places, a physician is paid out of public funds to give such 
care. When hospital care is required, a per caput per diem 
allowance is usually paid to the institution caring for 
the patient, but no fee is paid to the physician, it being 
argued by some that the physician receives his reward 
through his hospital appointment. 


The medical profession is proud of its record of 
gratuitous service to those who are in need. The members 
of the profession, in general, are willing to give a certain 
amount of free service. Nevertheless, there is a general 
feeling among them that the profession is being exploited, 
and that governments are meeting their responsibilities 
for the care of the indigent at the expense of the medical 
profession. 


Free service should be entirely voluntary, such as 
when a physician continues his services to a family who 
have become unable to pay, or when he provides service 
beyond that for which his patients can pay. But to 
assume that the medical profession will contribute one 
of the necessities of life, for the provision of which the 
State is responsible, is unsound in every way. It is 
interesting to note that physicians are not allowed to 
deduct from their taxable incomes, under the heading of 
contributions to charity, a sum equal to their free service. 


It is also true that, under the present system, the 
indigents must perforce accept what is offered. This 
state of affairs is not satisfactory either to the profession 
or to the indigent patient. 


Medical Care of the Well-to-Do. 


This group presents a problem because there is no 
fixed charge for the service purchased. The charge 
mounts according to the individual’s ability to pay, and 
simply because these individuals have money they are 
expected to pay more than anyone else, and so compensate, 
in some measure, for those who pay less than the cost. 
For example, private-patient pavilions are, usually, a 
source of revenue. Those who use such accommodation 
pay more than the cost, the profits being applied to the 
deficits of the general wards. This is not a sound 
economic system. There is no reason why anyone should 
be overcharged simply because he can afford to pay such 
overcharge. 


Medical Care of the Middle-Class. 


The income for this group varies within a wide range. 
It is, of course, a question as to what are the lower and 
the upper limits of the group. Obviously, below a certain 
income families or individuals cannot afford to pay for 
anything more than food, shelter and clothing. An 
attempt is made by the medical profession to meet the 
needs of this group by a sliding scale of fees, adjusted to 
the presumed ability of the individual to pay. On the 
whole, this is not a satisfactory method of dealing with 
an economic problem. The sliding scale presumes that 
the physician is capable of accurately judging the ability 
to pay. It naturally tends to penalize the thrifty who, 
because of their thrift, appear to be and actually are 
more capable of paying. Those who pay assume at least 
part of the burden of those who will not or who are 
unwilling to pay, and who, in one way or another, avoid 
paying their bills. 


Well-to-do patients are not evenly distributed among 
medical practitioners, so that the doctor who does the 
most free work may have none at all, or only a small share 
of the practice among the well-to-do. 

According to the Committee on the Costs of Medical 
Care in the United States:— 


“Approximately 50 per cent of all families of two or 
more members had, during 1928, total incomes of 
less than $2,000, and 40 per cent more had incomes 
of $2,000 to $5,000.” 


Obviously, the capacity to pay, for the lowest income 
class of this group, is very limited. Ascending the scale, 
the capacity to meet ordinary medical expenses increases, 
but never does it become possible for the individual or 
family of the middle class to meet the costs of a severe 
or prolonged illness, particularly if hospital care is re- 
quired, without real hardship and the depletion of savings. 

It is unfortunate that, in most cases, when illness 
occurs, not only is there the added expense of the illness 
but there is, in addition, the suspension of wages. Indeed, 
when the bread-winner of the working-class family falls 
ill, the effect is devastating. 

Sickness is not a personal matter in the sense that its 
effects are limited to the patient. If it is a case of com- 
municable disease, it may spread to others. If there are 
dependents, then, temporarily or permanently, they are 
likely to become indigents. The vicious circle of poverty 
and disease is only too well known. In any event, there 
follow lost time, lost wages, and loss of productiveness. 

At first glance, it might be thought that the problem 
of costs might be met by reducing medical fees. This 
solution does not stand analysis because, in comparison 
with other professional incomes, the average medical 
income is not excessive. In 1929, the average net income 
of physicians in private practice in the United States was 
$5,300. Care must be taken not to be deceived by aver- 
ages. One-third had net incomes of less than $2,500 and 
the median net income was $3,800. The 70,000 general 
practitioners received less income than the 30,000 complete 
specialists. 

It is in the public interest that physicians receive 
an income that is comparable to incomes in other pro- 
fessions. It is not that medicine is selected as a profession 
on account of the opportunities it offers for making a 
great deal of money, because there are few such opportuni- 
ties, but rather that the prospective student has a right 
to expect a reasonable return for his services after he has 
qualified for practice. 

There is no conflict between the wishes of the public 
and those of the profession. The public desire to secure a 
high standard of medical service, and so are willing to pay 
a reasonable fee for the service. The members of the 
profession are anxious to provide service and, in return, 
they expect a reasonable fee and satisfactory conditions 
under which to work. Failing such assurance, desirable 
students will not be attracted to medicine, and in the end, 
the public suffer from a lowered standard of medical ser- 
vice. It is because, as a whole, the public have confidence 
in the ability of the medical profession, and recognize the 
profession’s devotion to human welfare that the majority 
of the public will accept leadership from the organized 
medical profession in devising ways and means of meeting 
the problems of medical care. 

The medical profession occupies a strategic position 
in the development of any plan for medical services, 
because the profession have a monopoly of the knowledge 
concerning: their field of service which is essential to the 
working of any such plan. 

A peculiarity of medical service is that the purchaser 
buys something of which he has no appreciation as to the 
value, nor has he the capacity to judge as to the physician’s 
ability. His selection of his doctor is usually based upon 
a personal liking, on popular opinion, or some such factor. 


II—THE PROBLEM 


How to make available for everyone the full benefits 
of curative and preventive medicine, irrespective of the 
ability of the individual to pay, and, at the same time, to 
secure the willing co-operation of the medical profession, 
is the problem. 





28 THE CANADIAN MEDICAL ASSOCIATION JOURNAL 





[Sept. 1934 





It may be accepted that there exists among the public 
a considerable amount of dissatisfaction with regard to 
the present methods of medical practice. This dis- 
satisfaction does not imply any criticism of medicine or of 
the medical profession. Indeed, it is the very reverse 
because it grows out of an appreciation of medicine and a 
desire to profit more fully by what medicine has to offer 
for the benefit of mankind. The cause of the dissatis- 
faction is an economic one. No matter how appreciative 
the patient may be of the medical care he has received, 
it is not to be expected that he will find any real 
pleasure in paying for medical services. He would much 
prefer to spend his money upon the various objects 
which he desires rather than upon an illness which he 
certainly does not enjoy. Payments for medical services 
will always be more or less irritating in this sense. On 
the whole, people pay taxes more readily than they do 
medical or other bills. 


The real problem, however, arises out of the ability 
to pay for such medical services as are required. This is 
not a new problem, nor one which has arisen with the 
depression. It was in the midst of prosperity that the 
Committee on the Costs of Medical Care was organized 
in the United States. It was in January, 1929, that the 
Royal Commission on State Health Insurance and Ma- 
ternity Benefits was appointed in Eritish Columbia. 
This would seem to mean that, even at the time when 
money appeared to be most plentiful, this problem was 
considered as being of major importance. 


Paying for medical services becomes a problem be- 
cause illness is not spread equally over the population. 
It is the unevenness of the burden which creates the 
problem. It is not the total cost of medical care which 
gives rise to the difficulty, but the fact that only the 
percentage of the population which suffers from illness 
has to shoulder the total cost. The national medical bill 
for the United States in 1929, was $3,656,000,000, which 
means an average expenditure of $30 per person, or $123 
per family. Of this amount, 79 per cent was paid direct 
by individuals. This expenditure is unequally distributed. 


The Committee on the Costs of Medical Care find :— 


“No one fact is more clearly demonstrated by the 
Committee’s studies than this one: that the costs 
of medical care in any one year now fall very un- 
evenly upon different families in the same income 
and population groups The heart of the problem, 
therefore, is the equalizing of the financial impact of 
sickness.” 

The second factor which enters into the problem is 
that illness is unpredictable as to time of occurrence, or 
severity, or cost, and therefore, it does not fall into the 
group of expenses for which an individual or a family 
may budget Theoretically, budgetting might accc mplish 
something, but practically, we do not budget for the 
expenditures which cannot be determined in advance. 
Simons and Sinai in THe Way or HeattH INSURANCE 
state :— 


“People in real life spend their income for what they 


have been persuaded to want at the time they spend, 
or promise to spend their money. It is this fact 
which makes so foolish all comparisons of the cost 
of medical care with the amount spent for cosmetics, 
tobacco, alcohol, automobiles, radios, et cetera. 
Such reasoning rests on the discarded, and never 
accurate, idea that consumers reason out the 
expenditure of their income instead of buying what 
is most effectively sold to them.” 


Not only are the number of cases of illness unequally 
distributed, but, as illness varies in its severity so does 
the cost of illness. In a study made by the Metropolitan 
Life Insurance Company in co-operation with the Com- 
mittee on the Costs of Medical Care, it was found that 
during a six-month period, only 198 families out of the 
3,281 studied had no expenditure. The total amount 
spent was $230,907, an average of $70 per family, but 
actually 64 per cent of the total expenditure was made by 
20 per cent of the families. This shows that average 
costs are misleading. It is the actual cost to the in- 
dividual or family which is of importance. 


The amount of illness does not vary in ratio to family 
income, but the amount of medical care does. This is 
particularly noticeable as regards dental care. From 
this, we conclude that the amount of care received is not 
an indicator of the amount of care required, except, 
perhaps, in the highest economic groups. The economic 
condition is frequently a barrier to adequate medical and 
dental care. This subject is admirably dealt with in 
Payine Your SicknEss BILts, by Michael Davis. 





It would appear that the problem grows out of the 

following conditions:— 

1. A change in our social organization under which 
the State has assumed increasing responsibility 
for the welfare of the citizens, as evidenced by 
legislation covering Old Age Pensions, Mothers’ 
Allowances, Workmen’s Compensation, and so 
forth. 

. The present individualistic system of medical 
practice is of long standing. It has not adjusted 
itself to the present soc‘al organization in which 
the majority are wage-earners with no resources 
beyond their weekly earnings. 

3. Medical facilities are not fairly distributed, and 
so some areas are deprived of essential medical 
services because the population of these areas is 
not sufficient to support the required medical 
services. 

4. The wage-earning population are often unable to 
pay ordinary fees, and are certainly not in a 
position to meet the costs of a long or serious 
illness. The wage-earner usually loses his wages 
when he is ill, at the very time when expenses are 
increased and the necessity continues for providing 
maintenance for his family. 

5. Medical care becomes a luxury rather than a 
necessity when the income provides only sufficient 
for food, shelter and clothing. 

6. The medical profession is expected to furnish 
medical care for the indigent—a state responsi- 
bility—without remuneration. 


7. Because of the cost of medical care, there is delay 
in securing care and a great deal of self-medication. 

8. Modern medicine is inevitably more costly, as 
seen in the development of hospitalization and 
specialist services. 

9. Modern medicine demands, in a percentage of 
cases, that consultant, hospital and other facilities 
be available if the patient is to receive the care 
required. This implies an actual correlation of 
existing services and making these services avail- 
able to the patient through the family physician. 


to 





All of these contribute to a condition under which 
many are going without adequate medical care, some are 
overwhelmed with the cost and losses due to illness, 
preventable diseases and postponable deaths are still 
common, comparatively few physicians have the oppor- 
tunity to practise preventive medicine, while, at the same 
a physicians in general are not adequately remuner- 
ated. 


III.—HEALTH INSURANCE 


Health or Sickness Insurance may be defined as a 
community organization for the prevention and cure of 
disease, based upon contributions from those who are 
insured. It is a method for distributing the cost of sick- 
ness among the group. The term “Health Insurance” 
was first used by the British system. 


The idea of mutual aid is not new. In the first 
centuries, the Roman Collegia, social associations of the 
common people, provided a funeral benefit. The social 
or religious guilds of the Middle Ages were mutual aid 
associations. In England, after the Reformation, these 
were replaced by the Friendly Societies which provided 
cash benefits for sick members. As a result of industrial- 


ization, the workers lost much of their independence. 
They became more and more dependent upon their wages 
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from industries over which they, as individuals, had little 
or no control. The demand for security is a normal urge, 
and it was to be expected that the industrial workers 
should seek security against social calamities arising out 
of economic and physical conditions, such as unemploy- 
ment, old age, sickness and accident. 


One worthwhile discovery of modern civilization is 
that risks or dangers may be spread and the burden shifted 
from the individual to the group. This we call insurance, 
or an arrangement under which a group agrees to con- 
tribute to a common fund from which the members of 
the group draw certain benefits in the event of certain 
happenings. In this way, it is possible to spread a risk. 
Social Insurance is the term applied to the spreading 
of such social risks as illness, unemployment and old age, 
through insurance. In general, it may be said that social 
insurance has come about because of low wages and un- 
certainty of employment, which make it practically im- 
possible for the individual to provide against these 
emergencies. 


The beginning of sickness or health insurance was on 
a voluntary basis through lodges, unions and other 
fraternal associations. By voluntary is meant that there 
is no law requiring contributions, but the element of 
compulsion may be present and be very effective. It 
may be said that all voluntary schemes have been but a 
step to compulsory schemes, the reason for this being 
that voluntary schemes are inadequate in resources and 
stability, and, furthermore, they did not include many 
of those who were in need of protection. Naturally, it is 
the young and healthy who are selected. Those who 
failed to secure insurance, either because they were un- 
willing or incapable, became a charge on public funds in 
many cases, and so the thrifty were penalized, first of all, 
by protecting themselves, and then by being called upon 
to contribute, through taxation, for the care of those who 
failed to make provision for themselves. 


“In other words, the voluntary sickness insurance 
plan has now become generally accepted throughout 
Europe as impotent to achieve desired results, and 
those countries which had previously expressed 
antagonism to the compulsion principle, one by 
one have come or are coming to accept it.’ (Pro- 
gress Report of the Royal Commission on State 
Health Insurance and Maternity Benefit, 1930, 
British Columbia.) 


The idea of compulsion is not new; we have, for 
example, as being for the common good, compulsion in 
our contributions to the maintenance of schools and in 
regard to school attendance. The real contribution of 
the voluntary plans was their demonstration of the value 
of mutual aid in sickness through insurance. Like other 
voluntary organizations, they were the trail-blazers which 
give way to the official, which, in this case, is compulsory 
state health insurance. The only successful national 
voluntary scheme was that of Denmark, but, in that 
country, the uninsured person was placed under such 
handicaps as losing his right to vote if he received public 
assistance, and not being allowed to marry without the 
consent of the public authorities, and so on, that, to all 
intents and purposes, the scheme was compulsory. Den- 
mark, in 1933, joined the ranks of the countries where 
compulsory health insurance is in effect. A considerable 
proportion of the physicians of Denmark are practising 
as salaried employees in the hospitals provided by the 
State for the whole population. 


It is a matter of great, practical importance to re- 
member that no country having had national health 
insurance has discontinued the system, indeed the general 
tendency has been to extend its scope. This does not 
imply that the schemes are not criticized, because they 
are, but the criticisms aim at changes in the schemes, not 
at their abolition. 

In its early stages, voluntary health insurance pro- 
vided one benefit, a cash allowance in lieu of lost wages. 
In the course of time, the medical benefit, medical care 
during illness, was provided to reduce the cost of cash 
benefits, through securing a more rapid recovery. This 
became the more important benefit, and is now generally 


regarded as the main justification for health insurance; 
it is the cost of sickness which should be met rather than 
the loss of wages. 


“Slowly and gradually benefits in kind increase their 
importance in relation to cash benefits. To effect 
the thorough and rapid cure of illness which pro- 
phylaxis has been unable to prevent has now become 
the central aim of every sickness insurance scheme.” 
(International Labour Office, Compulsory Insurance, 
page 170.) 


Contributions from the State were made in many 
countries to the voluntary funds. This no doubt in- 
fluenced the State to support compulsory schemes with 
contributions from employers and employees. 

There is an extensive literature on this subject. 
THe Way or Heattu Insurance, by Simons and 
Sinai, is perhaps, the fairest presentation. The Reports 
of the British Royal Commissions are nearer to being 
unprejudiced than most of the other reports, and have 
the advantage of giving the views of the majority and 
the minority. The Report of the British Columbia 
Royal Commission is most valuable, as is also THE 
REAL MEANING oF SocraL INsurRANCE, by Wolfenden. 
The International Labour Office provides factual material, 
but is frankly biased because committed to promote 
Health Insurance along certain lines, since the session, 
in 1927, when a convention was adopted in favour of 
compulsory health insurance. ‘There were no physicians 
officially represented at any of the discussions of sickness 
insurance by this international body.” 


In the consideration of Health Insurance as it exists 
in various countries, it should not be compared with an 
ideal system of medical services, but rather judged by 
comparison with what preceded it. The question is— 
Do the people receive a better medical service than they 
did formerly? The medical profession will naturally ask— 
Are conditions of medical practice better than they were? 
The old-time lodge doctor, competing for employment, 
is not to be forgotten when considering health insurance 
practice in England But, on the other hand, it is not 
fair to contrast the best of one system with the worst of 
the other. 


Objectives. 


1. To prevent disease and promote physical and 
mental health, thus increasing human efficiency, 
effectiveness and happiness. 

2. To make available the medical services that are 
required to meet the needs of each insured person. 


3. By proper early and adequate treatment, to restore 
health and working capacity as quickly and as 
completely as possible. 

4. To promote thrift and personal responsibility 
through regular contributions to a health in- 
surance fund. 


Coverage. 


The insured group may be limited, as in England, 
to the employed worker, or it may include the dependents, 
as in Germany. Dependents are defined as near relatives, 
members of the household, who are dependent upon the 
insured person for support. The eligible group are 
individuals with an income below a set figure, which 
makes it unlikely that they can, individually, make 
provision for illness. 

In most countries, Health Insurance has been applied 
first to one industrial group and then to another, gradually 
extending. This was not the case in England where the 
scheme began with the whole group below a certain 
income level. 


Contributions. 


It is considered fundamental that the insured person 
pay a definite amount direct for his insurance, as this 
removes the feeling of charity and confers on the in- 
dividual a right to have a voice in the administration. 
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In nearly all schemes, contributions are made by 
the employer, the employee and the State, the insured 
bearing the major part of the expense. The contribution 
usually varies with the basic wage. In England, it is a 
flat rate. 


Benefits. 


Cash—The cash benefit is usually a percentage of 
the basic wage. In England, it is a flat rate. 
There is usually a qualifying period, a waiting 
period (usually three days) and a time limit 
(usually twenty-six weeks). This means that the 
insured person is not eligible for a cash benefit 
until he has made a certain number of payments 
into the scheme, that cash benefits are not paid 
for the first few days of illness and are not continued 
beyond a certain period. 


Medical—This benefit is provided in all schemes 
excepting in that of the Irish Free State. There is 
no qualifying or waiting period, but usually a time 
limit (sixteen to fifty-two weeks). Range of 
treatment varies from that of a general practitioner 
service in England tc a complete service in Ger- 
many. The tendency is to extend the service 
given. Medicines, as ordered by the doctor, are 
usually provided. 


Maternity—This benefit may be in the form of cash 
or of service, both with the idea of providing the 
mother with proper care. Cash benefits for stated 
periods, before and after confinement, are some- 
times included. 

Death—A cash benefit paid upon the death of the 
insured person, intended as a contribution towards 
burial expenses. It is either a fixed sum, or a 
proportion of the basic wage or income. This 
benefit is not paid in England. 


The above benefits are called statutory benefits; 
they are received as a right by law. Further benefits, 
such as dental care, may be given in the nature of a bonus 
when the insurance funds permit of such additional 
expenditure. 

It is usual to provide some extension of benefits during 
unemployment. 


Payment of Physicians. 


Physicians are paid under health insurance in any 

of the following ways:— 

1. Fixed salary for whole or part-time service. This 
is best adapted to sparsely-populated areas, as 
in the Highlands and Islands of Scotland, where 
there is only one physician and, consequently, 
no question of freedom of, choice of physician. 

. Capitation, or the payment of a per caput allow- 
ance per year for each insured person to the 
physician he selects. This system is used in 
England by choice of the medical profession. 

. Per case, or a set fee per case of illness, irrespective 
of the duration of the illness or the number of 
visits. 

. Per ‘medical act” or ‘payment for work done’; 
the money available to pay for medical care is 
divided in proportion to the number of individual 
visits made by each physician. The fee varies 
according to the type of service. This system is 
in general use in Germany. 

. Reimbursement; the insured person is paid out 
of the insurance fund, according to a fixed scale, 
and has available this money to pay, in whole or 
in part, the cost of his medical care, for which 
and for the amount of the fee he is to pay, he has 
arranged with any doctor of his chcice. There is 
an official fee schedule which is not binding on the 
practitioner, but which is the basis of reimburse- 
ment by the insurance society. The physician 
merely certifies to having provided certain medical 
services. Sweden, Norway, France and Chile 
require the insured to pay a part of the cost of 
medical care. 

Additional allowances may be provided for travelling 

and other expenses in rural areas. 
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Administration. 


In those countries where voluntary schemes have 
been extensively developed, the tendency has been to 
continue the voluntary societies as insurance carriers. 
Otherwise, territorial organizations are set up. 

The responsibility for the collection of the con- 
tribution rests upon the employer. Management may 
be by the State; the insured (English system in theory); 
the insured and employers (most systems); the insured, 
employers and the State. In only three countries (Japan, 
Bulgaria and Russia) are the funds taken charge of and 
distributed by the State. In other countries, this is done 
by the insurance societies or companies. 


IV—NATIONAL HEALTH INSURANCE 
IN ENGLAND 


It is not intended to attempt to describe this scheme 
in detail, but merely to point out the main provisions 
and anything that is peculiar to the English scheme. 
NationaL HeattaH Insurance, by G. F. McCleary, 
furnishes an excellent description of the scheme, and 
Tue British System or Socrtaut INsuRANCE, by Percy 
Cohen, gives the laws and regulations. 

Previous to the adoption of health insurance, a large 
percentage of those who are now insured came under 
some form of contract or lodge medical service. There 
were private medical clubs, the physician employing a 
collector, to whom he paid a commission to collect the 
small weekly dues. There were also public medical clubs 
managed by a committee of doctors, the usual fee being 
one penny a week for adults. In addition, there were 
work clubs and Friendly Societies, providing medical 
service on a contract basis. 

The National Insurance Bill was introduced and 
became lawin 1911. The medical profession were opposed 
to the original bill’s provision for medical service. The 
British Medical Association evolved what came to be 
known as the “Six Cardinal Points’’, for which the Asso- 
ciation contended. These included an income limit for 
those eligible for medical benefit; free choice of doctor; 
administration of medical and maternity benefits to be 
independent of insurance societies; adequate medical 
representation on certain administrative bodies; reasonable 
remuneration. 

The law is administered centrally by the Ministry of 
Health, and locally by the insurance society, with the 
exception of the medical benefit which is administered 
by the Insurance Committee on which there is medical 
representation. Fifty per cent of the membership of 
the sub-committee who investigate complaints against 
practitioners, excluding the chairman, are doctors. In- 
surance practitioners receive their remuneration from the 
Insurance Committee at a rate established by law; they 
do not have to bargain with the insurance society. The 
Local Medical Committee, made up of the medical 
practitioners of the area, are recognized by the Minister 
of Health as representing the medical profession. 

The separation of cash and medical benefits to the 
extent which has been achieved in the English system 
likely accounts for the smoother working of that system. 
In addition, the medical profession discipline their own 
members, who are not subject to referees appointed by 
the insurance society. 

In 1930, over 38 per cent of the total population were 
insured. The amount paid by males is 414d. weekly, 
and by females, 4d.; the employer contributes an equal 
sum. There is no variation in contribution according to 
wages. Broadly, the scheme is compulsory for all workers 
below a certain income limit. 


Sickness Benefit—15s. per week for men; 12s. un- 
married women; 10s. married women. Commences 
on fourth day of illness and continues for 26 weeks. 


Disablement Benefii—A continuation of sickness 
benefit after the twenty-sixth week. Men, 7s. 
per week; unmarried women, 6s.; married women, 
5s. No time limit; continues until individual is 
eligible for old-age pension at sixty-five years. 

Maternity Benefit—40s. paid to insured women, or 
to wife of insured man, or 80s. if both are insured. 
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Additional Benefits—Insurance societies which have 
a surplus can give certain additional benefits such 
as dental and other medical care, or an increase in 
cash benefits. 


Every physician has the legal right to have his name 
placed on the list or “panel” of doctors who are eligible to 
give medical care to insured persons Every person has 
the right to select his own doctor. The doctor is not, 
however, obliged to accept every person who may select 
him. He cannot accept more than 2,500 insured persons. 

The Act calls for ‘‘all proper and necessary services 
other than those involving the application of special skill 
and experience of a degree or kind which general prac- 
titioners, as a class, cannot reasonably be expected to 
possess. Attendance at confinement is not included.” 


The physicians were given the option of payment by 
capitation, attendance, or other system. All have now 
selected the capitation system. The capitation fee is 
9 shillings. 


A central mileage fund provides for the cost of trans- 
portation of rural practitioners. 


Medicines are supplied on the prescription of in- 
surance practitioners. Any qualified pharmacist is 
eligible. The control of prescribing is in the hands of 
the local medical committee. 


The Ministry of Health appoints regional medical 
officers (81 in number) who act in several capacities, 
including that of medical referees in such questions as 
those which concern the inability of the insured person 
to work. Cases may be referred by either the medical 
practitioner or the insurance society. The important 
point to note is that these medical referees are not ap- 
pointed by or subject to the insurance society. The 
effectiveness of this method is seen that, in one year, out 
of 529,903 cases referred for ‘‘incapacity references’’, 
146,906 declared themselves as fit to work before the 
examination, and 117,017, in addition, did not attend 
for examination. ‘‘The Regional Medical Staff is an 
element of great importance in the English Insurance 
Scheme.’’ 


The attitude of the medical profession is expressed 
in THe PrRoposaLs FOR A HEALTH SERVICE FOR THE 
Nation, by The British Medical Association, which 
advocate an extension of the present system. 


The Royal Commission on National Health Insurance, 
1926, reported :— 


‘‘We are convinced that National Health Insurance 
has now become a permanent feature of the social 
system of this country, and should be continued on 
its present compulsory and contributory basis.” 


V.—HIGHLANDS AND ISLANDS OF SCOTLAND 
MEDICAL SERVICE 


The part of Scotland included under the term Hicu- 
LANDS AND ISLANDS embraces one-half of the area of the 
country and 7 per cent of the population. It is very 
sparsely populated, with poor facilities for transportation. 
The bulk of the population are poor crofters (small 
farmers), and do not come under the health insurance act 
as employed persons. 


For these reasons, it was impossible for doctors to 
secure a reasonable living, and the scattered population 
suffered from a lack of medical care. That the situation 
demanded special consideration was recognized by a grant 
of £42,000 per year, made in 1913 to improve the medical 
services in this area. 


The agreement made with the medical practitioners 
was that they should visit their area systematically and 
give care to all persons. This means that the doctor cares 
for the indigent and insured persons, and, in addition, 
carries on private practice. He is paid from the insurance 
fund and a schedule of fees is agreed upon for private 
patients (5s. for the first visit, 3s. 6d. for subsequent 
visits). If this does not provide a reasonable income 
(£500 per annum after payment of rent and transpor- 
tation), then he is guaranteed an additional sum to bring 
his total income up to a fixed amount. 


Grants are made to defray the cost of transportation, 
a house may be provided, nursing service is arranged for, 
and the telephone and telegraph services have been ex- 
tended to facilitate communication. Provision is made 
for an annual holiday. 


One hundred and fifty-six physicians and one hundred 
and seventy-four nurses are engaged in this service. 
Newsholme, in discussing this scheme, concludes that 
“From the point of view of patients, there has been great 
public benefit. Even if benefit is sometimes abused, 
much suffering is assuaged, much illness is being curtailed, 
and lives are being saved, which, before the schemes of 
insurance and state aid were inaugurated, were being 
sacrificed.” (This service is described in MEeEpIcAL 
EpUCATION AND RELATED PROBLEMS IN EvurRorr, Com- 
mission on Medical Education, April, 1930, page 132.) 


VI.—UNION OF SOUTH AFRICA 


In 1928, the Commission on Old Age Pensions and 
National Insurance of the Union of South Africa presented 
their report on Sickness Insurance. From their report, 
the following statements are quoted. 


“There is no doubt in our minds that the main 
reason why countries situated outside Europe have 
not initiated schemes of Sickness Insurance to any- 
thing like the same extent as have the European 
countries is that the European countries are more 
densely populated, and that most of the overseas 
countries embrace large areas which are so sparsely 
populated as to render it difficult, if not impracti- 
cable, to apply an insurance scheme in these rural 
areas.” 


“In South Africa, for many years, a system prevailed 
whereby a medical practitioner was granted a 
small subsidy and the right to all the practice 
emanating from Government departments in the 
district, the object being to ensure that in the 
rural or sparsely populated areas there should be a 
medical practitioner. ... . m 


“Of late years, the Health Department has been 
gradually changing the agreement from that of a 
subsidy to a salary basis. ... . 7 


“‘Under this authority, in some districts arrangements 
have been made by the Department of Health, 
whereby district surgeons travelling from their 
headquarters to out-stations and back are paid. . . 
for the time thus occupied.”’ They receive fees for 
medical care of private patients. 


“We are satisfied that the system governing district 
surgeons and the provisions in the law under which 
arrangements for periodical tours by them can be 
made are well suited to the needs for such sparse- 
ly-populated areas as the rural parts of South 
A 6 


“‘ After considering all the information which we have 
been able to obtain, and studying the peculiar con- 
ditions existing in South Africa, we have come to the 
conclusion that it would be advisable and desirable 
to introduce a scheme to include workers in the 
industrial areas of South Africa, providing for sick- 
ness, medical, funeral, and maternity benefits.” 

“We recommend the introduction of a scheme of 
insurance against sickness applicable to workers in 
the industrial areas. . . .” 


“We recommend that steps should be taken whereby 
the Health Department should extend the scope of 
the service by district surgeons and the provision 
of an increased number of tours. . .” 


VII—GERMAN SICKNESS INSURANCE SCHEME 


Germany was first in the field (1883), and now has the 
largest number of insured persons. Beginning with 
industrial wage-earners, the scheme has been gradually 
extended to include other groups, such as agricultural and 
domestic workers. 


The contribution and benefits are not uniform, being 
left, within limitations, to the insurance societies. Con- 
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tributions are regulated in accordance with the basic 
wage, as is the sickness benefit. 

Maternity and funeral benefits are provided. Dis- 
ability insurance is provided for under a different law. 

The medical benefit is a fairly complete medical 
service for the period of the cash benefit, or 26 weeks. 
In many places the Insurance Societies have their own 
institutions. More than half of all hospital cases are 
insurance cases, and part of the’ cost is usually paid out 
of insurance funds. An insured person pays a small fee 
for his permit to secure medical care for each illness. 

The cost of prescriptions, up to a certain sum, is 
paid by the insured. 

Physicians are paid on a capitation basis or for 
services rendered. The choice of physician is limited to 
those on the list. About seventy per cent of the profession 
are employed by the societies. Dispensaries are organ- 
ized by the insurance societies in the large cities, to pro- 
vide service. 

Medical referees are appointed by the insurance 
societies, physicians being thus subject to control by the 
insurance society. All benefits are administered by the 
societies. 

Certain administrative and _ judicial powers are 
exercised by the State, whereby it is made compulsory 
for everyone below a certain income level to be insured. 
No contribution is made by the State. 


VIII.— FRENCH SYSTEM OF HEALTH 
INSURANCE 


The law applies to industry, domestic service and -to 
agriculture. The income limit is adjusted to the size 
of the family. The insured receives a cash benefit equal 
to half his wages for a period not exceeding six months, 
after which there is disability insurance. To those with 
——— to support, extra payments are made in case of 
illness. 

? The insured person and his dependents may go to 
any doctor, taking with them a form which authorizes 
them to consult a doctor. The condition most closely 
resembles that of private practice, as the insured is free to 
select any doctor and the doctor is not required to make 
reports of his diagnosis to the insurance societies. The 
fee is arranged between doctor and patient. 

The insured person receives from theinsurance society 
a fixed amount which reimburses him, in whole or in part, 
for his expenditure on medical care. This amount, it is 
expected, will be from seventy-five to eighty per cent of 
the cost, according to a scale of fees adopted by the 
society. The law contemplates that the societies and 
local medical associations will agree upon a schedule of 
fees. This agreement has not been secured in many 
places. In any case, the physician can charge what he 
considers to be a reasonable fee, which is a matter of 
private arrangement between him and his patient. This 
means that the insured pays direct from fifteen to twenty 
per cent of his medical costs. 


This system has not been in operation long enough 
to permit of a fair judgment as to its value. It does 
anterpose a fee between doctor and patient. 


IX.—TRENDS IN HEALTH INSURANCE 


A perusal of the changes in existing schemes and of 
the proposals made for new schemes indicates certain 
trends in health insurance which should receive consider- 
ation. These trends are:— 


1. Extension of medical benefit to the families or 
dependents of the insured; first inaugurated in 
Hungary, 1907. 


2. Expansion of medical benefit to include complete 
medical care. 


3. The State, beginning with legislation and a contri- 
bution, is later called upon to settle disputes, with 
the result that the State tends to assume more of 
the administrative functions. 


4. The disappearance of the various types of volun- 
tary mutual-aid societies, which have acted as 
insurance societies, to be replaced by territorial 


insurance organizations. In this way, all persons 
in one area would be brought under one adminis- 
tration. 


5. Inclusion of those below a certain income level, 
whether or not they are employees. 


6. Separation of cash and medical benefits. 


7. Increasing power of the medical profession, through 
oe a voice in the administration of the medical 
enefit. 


8. Increasing recognition of the need for co-ordination 
with the public health services, and the fact that 
the preventive side of health insurance should be 
developed. 


X.—THE BRITISH MEDICAL ASSOCIATION’S 
PROPOSALS FOR A GENERAL MEDICAL 
SERVICE FOR THE NATION 


In the issue of March 4, 1933, of the British Medical 
Journal, there is printed an address by Sir Henry Bracken- 
bury, Chairman of Council, of the British Medical 
Association, wherein he explains the method by which the 
Association formulates its opinions. This address is 
referred to because it is well to understand that these 
particular proposals, made in 1980, voice the opinion of the 
great majority of British practitioners. It should also 
be pointed out that the British Medical Association put 
forth these proposals as a basis of discussion, not with 
any idea of imposing them on the public. 


The proposals are:— 


1. A compulsory insurance scheme, including all 
those now insured and their dependents. 


2. Inclusion of indigents with their dependents, if the 
authority responsible for the medical care of 
indigents enters into the necessary contract with 
the body responsible for insurance medical benefit. 


3. The voluntary inclusion of certain classes with 
low incomes. 


4. The medical benefit to be complete service based 
upon the provision of a family doctor service; 
consultant and specialist services to be secured 
through the family doctor. 


5. “The Association would have preferred that the 
insurance against institutional risks should be 
through an extension of the National Health 
Insurance system for all insured persons and their 
dependents, but it has found the difficulties to be 
insuperable, as was the opinion of the Royal 
Commission on National Health Insurance of 
1926, which reluctantly turned down proposals to 
this end, for the following reasons: first, the 
great cost; secondly, the impossibility of guarantee- 
ing (as would be necessary if the benefit were 
made statutory and contributions compulsory) 
that accommodation would be forthcoming for all 
who required it; lastly, and most important, it 
would be inequitable to exact contributions from a 
large number of citizens if the benefits of the 
institutions were available (as they must neces- 
sarily be on medical and humanitarian grounds) 
for those who had not contributed. These ob- 
jectons still hold. The Association is strongly 
of the belief that insured persons and their de- 
pendents, as well as large numbers of uninsured 
persons of moderate means, can only get insti- 
tutional treatment and pay for it, as most of them 
would desire to do, by some system of insurance, 
and as a national system is not available, advantage 
might be taken of a satisfactory hospital contri- 
butory scheme such as exists now in very many 
areas. Most of these would require radical 
alteration, because at present few make provision 
for payment for the medical treatment received. 
For a small weekly payment, the subscriber and 
his family may be insured against any claims 
which may come against them for the cost of 
institutional maintenayce and treatment. There 


is no reason why there should not be such a scheme 
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in the area supplied by every hospital, council or 
voluntary. There need be no difficulty as regards 
persons who move from one area to another if 
there is a suitable scheme in each—that is, a 
scheme which provides payment for both main- 
tenance and treatment.” 


6. Hospitals, sanatoria, et cetera, to be provided by 
the local authority, supplementary to, but apart 
from the insurance scheme. 3 


7. Public Health services to include: 
(a) sanitary services; 
(b) vaccination; 
(c) medical inspection of children not above 
school age; 
(d) educative and non-treatment centres; 
(e) health education. 


8. The administration to come under the Ministry of 
Health centrally, and locally, under a statutory 
committee, ‘‘ Medical Services and Hospital Com- 
mittee” on which the medical profession would 
have representation. 

Briefly, what is recommended is that the present 

Health Insurance Act be extended to 


(a) Include dependents of insured persons; 


(b) Widen the scope of the medical benefit to include 
everything excepting institutional care; 


(c) Include indigents for medical benefit. 


Considering their years of experience with Health 
Insurance, it is significant that the British medical pro- 
fession now recommend an extension of the present Act. 
It would appear to be a fair conclusion that the experience 
of the medical profession has demonstrated that, with all 
its faults, it is the best plan available to provide an 
adequate medical service for the nation. 

The exclusion of institutional care is a decision that 
is apparently regretfully made, because the principle of 
insurance for this is approved, but owing to the hospital 
situation as it exists, it is not deemed feasible. This is a 
warning which should be heeded in these considerations, 


namely, that the desirable may not be feasible or prac- 
ticable. 


Under the title HeattH INSURANCE IN ENGLAND, 
there was published, in The New England Journal of 
Medicine, of April 12, 1934, an article by Sir Henry 
Brackenbury. The author of the article enumerates 
certain conditions growing out of British experience, 
which should be regarded as essential in health insurance 
service; these are: 

1. Right of all doctors to be members of the service; 
absence of interference between doctor and 
patient; participation of the profession in the 
administration. 

2. Separation of medical benefit from cash benefits. 


3. Provision of a full medical service, including 
institutional care. 


4. Administration on an area basis, not through 
“approved societies.” 


XI.—MEDICAL CARE FOR THE 
AMERICAN PEOPLE 


This publication, the final report of The Committee 
on the Costs of Medical Care, is worthy of the most 
serious consideration, because, in large measure, conditions 
in the United States are similar to those prevailing in 
Canada, and we should be able to learn a great deal 
from the five-year study of the problem of the costs of 
medical care as it existed in the United States. 

The Committee consisted of forty-eight members, of 
whom twenty-four were physicians (thirteen private 
practitioners), three dentists, two nurses, six economists 
and sociologists, three non-medical public health workers. 
two social workers, and eight representatives of the 
general public. 

As a result of their studies, the Committee made 
certain recommendations which may be viewed as plans. 


Plan A—The majority report of the Committee 
(from which nine medical members dissented). 


1. The Committee emphasizes the value of group 
organization for service, and recommends that, 
when possible, the medical professions, including 
physicians, dentists, nurses, pharmacists, and 
other associated personnel, be organized into 
groups, preferably around a hospital, for rendering 
complete home, office and hospital care, including 
both preventive and curative services. 


2. The Committee recommends the extension of all 
basic public health services—whether provided by 
governmental or non-governmental agencies—so 
that they will be available to the entire population 
according to their needs. This extension requires 
primarily increased financial support for official 
health departments and full-time trained health 
officers whose tenure is dependent only upon 
professional and administrative competence. 


3. The Committee recommends that the costs of 
medical care be placed on a group payment basis, 
through the use of insurance, through the use of 
taxation, or through the use of both these agencies. 
Cash benefits, if and when provided, should be 
separate and distinct from medical services. 


4. The Committee recommends that the study, evalu- 
ation and co-ordination of medical service be con- 
sidered important functions for every state and 
local community, that agencies be formed to 
exercise these functions, and that the co-ordination 
of rural with urban services receive special atten- 
tion. 


5. In the field of professional education, the Com- 
mittee makes the following recommendations :— 


(a) That the training of physicians give increasing 
emphasis to the teaching of health and the 
prevention of disease; that more effective 
efforts be made to provide trained health 
officers; that the social aspects of medical 
practice be given greater attention; that speci- 
alties be restricted to those specially qualified; 
and that post-graduate educational opportuni- 
ties be increased. 


(b) That dental students be given a broader 
educational background. 


(c) That pharmaceutical education place more 
stress on the pharmacist’s responsibilities and 
opportunities for public service. 


(d) That nursing education be thoroughly re- 
moulded to provide well-educated and well- 
qualfied registered nurses. 


(e) That less thoroughly trained but competent 
nursing aids or attendants be provided. 


(f) That adequate training for nurse-midwives be 
provided. 


(g) That opportunities be offered for the system- 
atic training of hospital and clinic adminis- 
trators. 


It is to be noted that nine members of the majority 
group, two medical members of the largest minority group, 
and one other, subscribe to compulsory health insurance. 


Plan B—Minority Report Number one. 


This report, because it is signed by nine members, of 
which number eight are physicians, naturally attracts 
attention because it represents the critical attitude of a 
part of the medical profession. 


The minority find themselves in agreement with the 
majority as regards public health services and professional 
education. The minority find themselves in disagreement 
with the majority on the point of ‘organization’. The 
minority, in referring to the Community Medical Centres 
for organized group practice, which is the fundamental 
recommendation of the majority, state:— 








“There is nothing in experience to show that it is a 
workable scheme or that it would not contain evils 
of its own which would be worse than those it is 
supposed to alleviate.” 


and 


“It seems to us an illustration of what is almost an 
obsession with many people, namely, that ‘organi- 
zation’ can cure most, if not all, human ills.” 


also 


“There is nothing in our own experience, nor have we 
been able to find anything in the Committee’s 
studies to lead us to conclude that group practice 
can furnish better or cheaper medical care than we 
have at present.” 


Quoting further from the minority report :— 


“The plans advocated in the majority report in- 
volving groups made up of general practitioners 
and specialists are theoretically attractive but 
thoroughly impractical. We are still far away 
from the time when the general practitioner will be 
accepted by a group of specialists as a correlator of 
their work. 

“We wish to make it clear that the above discussion 
of group practice does not refer to the association of 
physicians upon the staffs of hospitals, nor their 
contact and consultation in clinics. 


“Groups of specialists as distinctive organizations 
are very valuable for diagnosing or treating difficult 
or complicated cases, but for the 85 per cent of 
illnesses which make up the family doctor’s practice 
better service can be given by the individual doctor 
in his own office than in a clinic, and at less cost.” 

In other words, the minority have no faith in organi- 

zation as a solution of the problem, and question the value 
of group practice. 


The minority (with two dissenting) express dis- 
approval of Health Insurance, but say that if Health 
Insurance is to be adopted, the compulsory plan should be 
accepted, based on European experience. 


The recommendations of the minority are:— 


L 


The minority recommend that government 
competition in the practice of medicine be dis- 
continued and that their activities be restricted (a) to 
the care of the indigent and of those patients with 
diseases whch can be cared for only in governmental 
institutions; (6b) to the promotion of public health; 
(c) to the support of the medical departments of 
the Army and Navy, Coast and Geodetic Survey, 
and other government services whch cannot, because 
of their nature or location, be served by the general 
medical profession; and (d) to the care of veterans 
suffering from  bona-fide  service-connected dis- 
abilities and diseases, except in the case of tuberculosis 
and nervous and mental diseases. 


II. 


The minority recommend that government care 
of the indigent be expanded with the ultimate object 
of relieving the medical profession of this burden. 


III. 


The minority join with the Committee in recom- 
mending that the study, evaluation and co-ordination 
of medical service be considered important functions 
for every state and local community, that agencies 
be formed to exercise these functions, and that the 
co-ordination of rural with urban services receive 
special attention. 

IV. 


The minority recommend that united attempts 
be made to restore the general practitioner to the 
central place in medical practice. 


¥. 


The minority recommend that the corporate 
practice of medicine, financed through intermediary 
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agencies, be vigorously and persistently opposed as 
being economically wasteful, inimical to a continued 
and sustained high quality of medical care, or unfair 
exploitation of the medical profession. 


VI. 


The minority recommend that methods be given 
careful trial which can rightly be fitted into our 
present institutions and agencies without interfering 
with the fundamentals of medical practice. 


VII. 


The minority recommend the development, by 
state or county medical societies, of plans for medical 
care. 


_ The principles of any State or County Medical 

Society plan are:— 

1. It must be under the control of the medical pro- 
fession. (A “Grievance Board” to settle disputes, 
having lay representation, is permissible and 
desirable.) 

2. It must guarantee not only nominal but actual 
free choice of physician. 


3. It must include all, or a large majority of the 
members of the county medical society. 


4, . funds must be administered on a non-profit 
asis. 


5. It should provide for direct payment by the 
patient of a certain minimum amount, the common 
fund providing only that portion beyond the 
patient’s means. 


6. It should make adequate provision for community 
care of the indigent. 


7. It must be entirely separate from any plan pro- 
viding for cash benefits. 


8. It must not require certification of disability by 
the physician treating the disease or injury. 


XII.—HOSPITAL CARE INSURANCE 


At the 1934 Annual Meeting of the American Hospital 
Association it was announced that in over thirty cities 
in twenty-one states, some form of hospital care insurance 
was in operation, and that most of these had come into 
being during the past year. 

Hospital Care Insurance, or Group Hospitalization, 
is a plan whereby groups of employed persons or others 
make regular subscriptions into a fund which is used to 
pay the costs of hospital services for contributors or 
insured persons. The individual annual subscription, 
or premium, varies from five dollars to twelve dollars, 
according to the benefits provided and the costs in the 
area. It is usual to provide a maximum of from twenty- 
one to thirty days’ care in a semi-private room. 

The American Hospital Association has established 
as standards for group hospitalization :— 


1. Emphasis on Public Welfare. 

2. Limitation to hospital services. 

3. Freedom of choice of hospital and physician. 
4. Non-profit organization. 

5. Economic soundness. 

. Dignified and ethical administration. 


XIII.—A CRITICAL ANALYSIS OF SICKNESS 
INSURANCE 


PRELIMINARY REPORT BY THE BuREAU OF MEDICAL 
EcoNoMIcs OF THE AMERICAN MEDICAL ASSOCIATION 
Under the above title, the April, 1934, issue of the 


Association’s Bulletin carried a thirty-page report from 
which the following is abstracted :— 


Oo 


“Humanitarian legislation and social insurance would 
relieve industrial poverty by substituting social 
responsibility for personal responsibility. 


“Some of the very organizations that existed under 
feudalism still function in European systems of 
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insurance, although changed in almost everything 
but the common tradition. Such groups of fellow- 
workers had little to fear from malingering. Mem- 
bers constantly visited the sick and often assisted in 
their care. The societies were truly self-governing 


“The supposition that these conditions could be 
carried over into the gigantic societies required for 
the insurance of millions is responsible for many 
of the evils of the present systems. 


“In practically every nation, it (insurance societies) 
became a powerful political factor. 

“These insurance institutions, originally formed for 
mutual financial relief, ultimately became the 
administrators of a national medical service . 


‘“‘The expenditures for medical service are still looked 
on, if one is to judge by insurance society expressions, 
as primarily for their original purpose of protecting 
the financial resources of the contributors. The 
physicians are always considered almost entirely as 
sources of expense . ‘ 

“When medical benefits come to occupy the most 
prominent place, these also become political issues, 
with harmful effects, not only politically but on the 
service itself. Here it is not so much a question of 
the amount of the benefits as their control and the 
forms of supplying them. 


“Nearly every statement in regard to the working of 
sickness insurance is hotly disputed, but on no 
point is the evidence more conflicting than in regard 
to the character of the medical service. 


“One result of following the industrial pattern was 
to exaggerate the importance of the administrative, 
managing function at the expense of the actual 
medical function. 


“In the more recent systems of Great Britain and 
France, the medical profession succeeded in pro- 
hibiting the carriers from entering into the business 
of building and conducting medical institutions, so 
that most of the evils proceeding directly from lay 
management of medical practice institutions have 
not arisen in these countries. 


“The greed to get ‘something back’ encourages a 
flood of patients with such minor illnesses as to 
have no real need of medical: service . 7 
prevents any adequate attention and proper treat- 
ment of those to whom medical service is of most 
vital importance and value. 


“While this increase in ‘morbidity rates’ under 
insurance is closely related to the desire to obtain 
cash benefits, yet this is by no means the only cause 
; . is due to the excessive demand of the 
insured for unnecessary service. 


“The most severe criticism of medical service under 
insurance is not based on the occasional examples of 
overworked practitioners, with resulting hasty care- 
less diagnosis and treatment, but rather on the 
atmosphere of suspicion and antagonism, which 
destroys the very foundation of good service. 
Payment into a general fund over which the insured 
has no control (and from which he can get back his 
money, to which, rightly or wrongly, he believes 
he is entitled) only by being sick, creates the con- 
ditions described. 


“Tt is not true that these conditions prevail to the 
same extent in all systems of insurance. They are 
much less evident in the English, French and 
Scandinavian systems, in which the control of 
medical practice remains largely in the hands of 
professional associations. They arise largely be- 
cause of the combination of cash and service benefits 
in the same system, and even more from this 
domination of a ‘third party’, the insurance carrier, 
as administrator of the scheme. These conditions 
are also partly due to the fact that in nearly all 
insurance schemes, the individual contributor is 
relieved of all immediate personal financial re- 
sponsibility. 
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“All phases of this conflict, which rages in nearly 

every country, between physicians and carriers, 
are but different aspects of the question of lay 
control of medical practice which is inherent in the 
form of organization and evolution of sickness 
insurance. 


‘“‘A fundamental issue in this struggle for professional 
status is the question of the free choice of physician 
by the patient. 


“cc 


. ... . it is just this personal relation between 
patient and practitioner that is the essential in- 
gredient of good medical service. 


“In the more recent systems—France, Great Britain 
and the Scandinavian countries—the physicians 
seem to be winning on this issue. 


“ , . . the British and the French systems are 
almost the only ones in which every physician, 
unless disqualified by his own actions, is free to 
enter insurance practice and to be freely chosen 
by the insured. 


“The method and the amount of the payment to 
physicians is always a point of sharp controversy. 
In the British and French systems, the societies 
have nothing to say about the form or amount of 
such payments. 


“The costs of medical care under all systems of 
insurance are steadily increasing. 


“The medical profession of all countries are unani- 
mous in declaring that the system of supplying 
service through institutions with salaried physicians 
is destructive of the best features of service and 
degrading to the profession. 


“Chronic and difficult cases, requiring much work, 
are certified to institutions, thus relieving the 
physician. The result has been an overloading 
of the hospitals in every country using this system 
(lump-sum payment to physicians). 

‘“‘When the system of payment by the medical act 
is introduced, there is ample proof that the charges 
of excessive practice, brought by the societies, are 
largely justified. 


“Tt is practically impossible from any available data 
to give any certain answer to the question of whether 
insurance has any inherent tendency to increase or 
decrease the annual income of the average physician. 


“The societies always seek to control the admission 
of physicians to insurance practice. 


‘‘We are here very close to the heart of the most 
puzzling question in the whole problem of sickness 
insurance: whether it is possible to provide medical 
service out of a large impersonal fund, created by 
a multitude of contributors, without compelling the 
physician to accept the dual and mutually de- 
structive functions of detective and medical attend- 
ant. 


‘Again, it is significant that in France, Great Britain 
and Denmark, where the societies have been de- 
feated in their efforts to maintain a secondary 
control (of practising physicians) the system works 
far more smoothly than in Germany. 


“Tt may be set down as an invariable rule, so far as 
experience up to the present time is a guide, that 
the quality of service, and the general satisfaction 
not only of the physicians but also of the patients, 
and, ultimately, even the societies, increases in 
almost direct ratio with the extent to which all 
phases of medical practice are controlled by pro- 
fessional associations without lay interference. 

“No system has been able entirely to avoid restriction 
on prescribing. 

“Tn a few systems, the patient pays the whole or part 
of the cost of drugs and medical supplies. While 
this at once does away with most of the evils of 
over-medication, the societies always fight any such 
provisions. 







































































































































































































































































































“There seems to be fairly general agreement, even 
among the sharpest critics of the system, that it 
offers some improvement in regard to certain pre- 
insurance conditions. 


“The distinguishing character of the two generally 
satisfactory systems—British and Danish—is that 
these are the only ones of long standing in which 
there is the least lay control of medical service, and 
where the professional associations play a dominat- 
ing part. 

“The demand of the medical associations that the 
insured be individually required to meet some share 
of the medical expense at the time it is incurred is 
receiving such wide support that, in spite of the 
opposition of the societies, it has a good prospect 
of adoption into several of the older systems, and 
will probably be incorporated into any that may be 
established in the future.”’ 


XIV.—WHAT IS AN ADEQUATE MEDICAL 


SERVICE? 


Before con-idering how a service might be provided: 
it is well to lay down what kind of service is required- 
Obviously, if a medical service is to meet the needs for 
medical care, it must be adequate. 

When the British Medical Association issued their 
PROPOSALS FOR A GENERAL MEDICAL SERVICE FOR THE 
Nation, they enumerated, under ‘Services Required’’, 
the following items— 

1. 


That a satisfactory system of medical service 
must be directed toward the prevention of disease, 
no less than to the relief of individual sufferers. 


. That the medical service of the community must 


be based on the provision, for every individual 
of a general practitioner or family doctor. 


. That a consultant service and all necessary 


specialist and auxiliary forms of diagnosis and 
treatment should be available for the individual 
patient, normally through the agency of the 
family doctor. 


. That the interposition of any third party between 


the doctor and the patient, so far as actual medical 
attendance is concerned, shall be as limited as 
possible. 


. That, as regards the control of the purely pro- 


fessional side of the service, the guaranteeing of 
the quality of service, and the discipline of the 
doctors taking part in it, as much responsibility 
as possible shall be placed on the organized medical 
profession. 


. That, in any arrangement for communal or sub- 


sidized or insurance medical service, the organized 
medical profession should be freely consulted, 
from the outset, on all professional matters, by 
those responsible for the financial and admin- 
istrative control of that service. 


. That medical benefits of the present National 


Health Insurance Acts should be extended so as to 
include the dependents of all persons insured 
thereunder and entitled to medical benefit. 


. That every effort should be made to provide 


medical and nursing service facilities in institutions 
(Home Hospitals) where the family doctor may 
treat those of his own patients who need such 
provision and who thus remain under his care. 


MeEpIcAL CARE FOR THE AMERICAN PEOPLE, Chapter 
II, is titled, Tut EssENTIALS OF A SATISFACTORY MEDICAL 
PROGRAM. 


fi; 


“The Six Essentials” are given as:— 


Safeguarding Quality of Medical Service and 
Personal Relation. 


No plan is economically sound which does not 
safeguard quality, since efficient service is, in 
the long run, the most economical . . The 
preservation of a personal relation between 
patient and physician is an essential element in 
safeguarding the quality of medical practice. 
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. Provision for Meeting the People’s Real Needs. 


The amount of care which people need is far 
greater than that which they are aware of needing, 
and greater than that for which they are able to 
pay under present conditions. 


. Provision of Service on Acceptable Terms. 


If adequate services are available but can be 
obtained only on financial terms which a large 
number of persons cannot or will not meet, the 
problem is not solved . . The cost of care 
for those who cannot pay should be distributed, 
according to ability to pay, over the rest of the 
community. 


. Emphasis on Prevention. 


Medical service should include systematic and 
intensive use of preventive measures in private 
practice and in public health work . . . . Pre- 
ventive service to patients, and instruction and 
guidance -in the basic principles of personal 
hygiene should form an increasing part of the 
work of the individual physician. 


. Selection of Competent Practitioners. 


Since medical science is a “commodity”, the 
value of which the patient cannot correctly judge, 
it is important that he be assisted in the selection 
of practitioners and facilities. 


. Adequate Payment to Practitioners and Agencies. 


A major essential of a satisfactory medical service 
is the provision of adequate compensation to 
physicians, dentists, nurses and other scientific 
practitioners, and adequate support to hospitals 
and other agencies. 


XV.—CONSIDERATION OF SOME CRITICISMS 


OF HEALTH INSURANCE 


The criticisms of health insurance are many, and 
here an attempt will be made to consider those which are 
most worthy of attention. 


1. Health Insurance does not prevent sickness. It 


is pointed out that, under every scheme, the 
amount of sickness increases if one is to judge by 
the number of cases treated and the amounts 
paid out in cash benefits. To what extent this 
represents an increase in sickness or is due to more 
cases receiving the treatment required cannot 
be stated. 


We know that when a health service is inaugurated 
in an industry, there is generally an increase in 
the amount of sickness reported. This does not 
mean an actual increase in sickness, but rather 
that sickness, which had not previously been 
recognized, is being discovered and treated. Early 
treatment is to be encouraged. It is fair to say 
that no health insurance scheme has been de- 
veloped from the preventive side to any appreciable 
extent. It would seem reasonable that just as 
life insurance requires a medical examination of 
the applicant, so health insurance should require 
and provide for periodic health examinations of 
the insured. This would make the service truly 
preventive in its outlook. 

The adequate treatment of the patient frequently 
implies social treatment as well as medical, and 
this broader outlook should be part of health 
insurance practice. 


. Health Insurance is incompatible with the spirit 


of individual freedom. This argument presumes 
that the present system is compatible. The 
opposite opinion has been expressed, namely, 
that the regular weekly contribution encourages 
thrift and gives the insured the right to a service, 
rather than causing him to accept charity or 
reduced fees. ‘The university student whose fees 
only pay a part of the costs of his education, does 
not feel that he is accepting charity, nor does the 
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. Attitude of getting something out of it. 


. Medical Certification. 





poor man’s child feel inferior in the public school 
system although his father’s taxes may be much 
below the cost of his education and that of what 
others pay. 


Instances 
are quoted of an attitude that the insured, having 
contributed something, feel they should receive 
something, particularly with regard to cash 
benefits. It does seem reasonable that some 
reward in the form of a bonus or reduced pay- 
ment should be given to those who do not draw 
upon the funds. It is also suggested that no cash 
benefit should count Sundays as a day for which 
such benefits are paid. 


. Health Insurance lessens interest in public health. 


The desire for security is a normal human urge- 
Having secured economic security against illness, 
there is the danger that there wil be less interest 
in the prevention of disease. It appears that the 
latter hazard is less formidable than the former. 
We see no slackening of public health preventive 
services in Britain under Health Insurance. 


The issuing of certificates, 
by the physician, upon which the insured receives 
cash benefits, is the cause of more controversy 
than any other single point. This is so true that 
a complete divorcing of the two is commonly 
advised. It is to be remembered that unemploy- 
ment insurance is gaining ground. It is unlikely 
that the State will arrange for a payment to un- 
employed on the basis of no work and leave out 
those who are unemployed because of illness. 
Furthermore, if the insured desire this cash benefit 
and are willing to pay for it to ensure against the 
loss of wages during illness, they are not going to 
give it up on account of some difficulty with 
regard to medical certification. To suggest that 
a separate staff of physicians should be employed 
to visit all who are ill, in order to certify to their 
inability to work, seems to be an unnecessary 
expense and duplication. Who is better fitted to 
pass such an opinion than the physician who is 
treating the case? Obviously, there are difficulties 
and there are abuses, but that does not imply 
that the general body of the medical profession 
are not to be trusted to express an honest opinion 
as to the patient’s ability to work. The British 
Royal Commission (1926) stated that in their 
opinion ‘‘the ultimate will lie, we think, in the 
direction of divorcing the medical service entirely 
from the imsurance system and recognizing it, 
along with all the other public health activities 
as a service to be supported from the general 
public funds.’’ The minority report, ‘‘The 
evidence which we, in common with them, have 
heard, convinces us that it is undesirable to retain 
Approved Societies any longer as the agencies 
through which benefits paid in cash are distributed 
to insured persons.’’ The minority evidently be- 
lieved that much of the certification difficulty was 
due to the insurance societies. 


The medical profession are commonly blamed for 
over-prescribing and for being too free with 
incapability certificates. It is to be remembered 
that the insurance societies would naturally 
consider the payments to physicians as being 
excessive, and would criticize the actions of the 
profession which increase the societies’ expendi- 
tures, because it is really the doctors who control 
the expenditures through prescribing and certifi- 
cation. The societies want cheap medical services. 


. The use of voluntary societies as insurance societies 


is generally condemned. Newsholme states: ‘It 
would conduce immensely to the efficiency of 
the British Scheme if a national society could be 
formed with local branches in each county and 
county borough; much of the present inordinate 
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bookkeeping would be avoided, the number of 
paid officials could be reduced, and it would 
become possible to utilize the national and local 
experience of sickness as a means of detection of 
execessive sickness, with a view to remedial 
measures.” 


The Minority Report of the British Royal Com- 
mission found :— 


(6) That the Approved Society system is a 
hindrance to the development of a complete 
public health policy. 


(8) That local authorities could and should take 
the place of Approved Societies as the bodies 
through whom sickness and disablement 
benefits should be administered. 


It does not appear that this condemnation should 
extend to the use of regular insurance companies 
as insurance carriers, provided they would act on 
a non-profit or mutual basis, as arrangements 
could be made for a territorial set-up, eliminating 
competition and providing territorial statistical 
information. 


. Excessive administration of drugs is said to be an 


evil associated with any form of organized medical 
service, including health insurance. The pro- 
fession are, perhaps, responsible for building up 
the faith of the public in a bottle of medicine. 
There is much to be said in favour of requiring 
the insured to pay direct some part of the cost of 
medicines in order to lessen this evil Never- 
theless, we should remember that the object of 
health insurance is to remove the barriers of 
securing the treatment required promptly, and 
no one should be deprived of medicines which he 
requires because of the barrier of having to pay 
part of the cost. 


. Sickness risks do not lend themselves to actuarial 


calculations, therefore it is impossible to apply 
the insurance principle to sickness insurance; 
consequently, the State must assume responsibility 
for the economic soundness of the scheme. If 
the purpose of health insurance is desirable, it 
would appear that we must learn how to overcome 
difficulties in carrying out the scheme. We do 
know that neither disease nor treatment can be 
standardized, and that, in itself, makes for diffi- 
culties in estimating duration of illness, et cetera. 
This is very annoying to the administrator, but is 
inevitable in the practice of medicine, which is 
the individual care of a sick person and, as such, 
is not subject to contro! on a mass basis. 


. Health Insurance alters the relationship between 


doctor and patient. Proper medical relationships 
are built upon respect and confidence. There is 
no doubt that hospitals and spec‘alism have 
altered the relationship, but it does not follow 
that the change is undesirable. As long as respect 
and confidence are maintained, we need not fear 
changes in the relationship between doctor and 
patient. Unless the patient has faith in his 
doctor there is a loss which no amount of organi- 
zation or mass methods can replace in any sense. 


. Health Insurance destroys initiative and progress 


of the medical practitioner. This criticism is 
commonly made by doctors who seem to believe 
that, if a doctor’s income is assured through salary 
or in some other way, there follows a lack of 
interest and spur to work which is present under 
individual competitive practice. Such an attitude 
ignores the contributions made by the permanent 
army and navy medical corps, the work of uni- 
versity personnel, who are often on salary, and 
the activities of salaried public health officials. 
It would perhaps be more fair to say that the good 
man works well provided his conditions of work 
are reasonably satisfactory, without regard to 
the manner in which he is remunerated 
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XVI.—DISCUSSION 


An organized attack upon disease should begin 
with an adequate and scientifically directed attack 
upon the sources of disease and upon those con- 
ditions which, in general, favour the occurrence 
of disease. In saying this, it is recognized that 
we are still ignorant as to the causation of certain 
diseases which, as a consequence, we are unable 
to prevent; nevertheless, we are not making full 

use. of the knowledge which we do possess as 
idienced by the number of cases of preventable 
disease which continue to occur. This justifies 
the contention that every part of the country 
should be served by an adequate health depart- 
ment. 


. When considering the provision of medical services 


so as to ensure that the public may secure the 
medical service needed, it is important to give 
first consideration to assisting the people in their 
greatest need. If it is true that the greatest 

roblem arises out of the costs of severe and pro- 
fonaed illnesses which require consultant, hospital 
and other services, then it would appear logical to 
consider this problem first. If, however, the 
greatest need is for a family-doctor-service for 
everyone, that should receive first consideration. 


. When sickness does occur, more care than can 


be given by the family physician is required in 
certain cases. It may be argued that any scheme 
for medical care should be so complete as to meet 
all the needs of the patient, and that it is pre- 
ferable to do this for a limited number rather 
than give partial care to a greater number. The 
converse is that some care is better than none, 
and our guiding principle should be the greatest 
good for the greatest number. A desire on the 
part of the people for a complete service is shown 
by the willingness of the public in England to 
insure voluntarily for the provision of hospital care. 


. The family physician is the most important unit 


in medical care. It is stated that he can give 
adequate care to over 80 per cent of those who 
become ill. There does not appear to be any 
real reason to force the family physicians into 
organized groups. It would appear that this will 
take place naturally if it is desirable. On the 
other hand, it does appear that the organization 
of consultants, specialists and institutions would 
facilitate the provision of their services, and would 
minimize the costs of their services. It is to be 
recognized that the development cf specialists 
has fundamentally changed the relation of the 
family to their family physician. In the larger 
centres, families have a group of specialists rather 
than a family physician. 


. If we admit that there is a large group of wage- 


earners who are self-supporting in the ordinary 
sense of the word, but who cannot pay directly 
for the medical care they need, then the question 
is as to how medical care is to be secured, and the 
answer apparently is, by public moneys (taxes), 
or by insurance, or by a combination of the two. 
In all countries under health insurance, tax funds 
are used to supplement the money contributed 
through insurance. Taxation is a form of in- 
surance, presumably based upon ability to pay, 
to provide each and every citizen with some 
service, such as education, or to make available 
some service in the common interest, such as a 
communicable disease hospital. 


. Experience would indicate that medical services 


in their medical aspects should be under the conirol 
of the medical profession. The business part of 
any such organized services will naturally be 
controlled by those who pay for the service. 
That is, the contributors, or the State representing 
the contributors should direct the business side 
of health insurance, while the medical profession 
should control the purely professional side of the 


service The most important point is that no 
non-medical person should intervene between 
patient and doctor. 


. The class whose income is just above the income 


limit for Health Insurance will have difficulty 
in meeting the costs of prolonged or serious illness. 
Consideration might be extended to this group 
in providing against such conditions. 


. The most desirable health insurance scheme would 


be one that provides a complete medical service 
for all who are unable to provide such a service for 
themselves. In practice, it may be better to 
develop such a service gradually. Those who 
build in haste are forever changing. If, however, 
public funds are to be used, it is not to be expected 
that those of the same economic group would 
approve of the use of public funds to subsidize 
medical services for others in the same economic 
group. This would mean that the scheme, from 
its inception, would have to include all those 
below a certain income level, provided public 
moneys are to be used. The service does not 
need to be strictly uniform, indeed it is obvious 
that it must be adapted to the locality, as has 
been done, for example, for the Highlands and 
Islands of Scotland. There is no reason why the 
same system of payment to physicians should be 
enforced throughout; the choice of system for 
payment in any area, might very well be left to 
the physicians of the area to determine by majority 
vote. 


. Any adequate scheme of medical service implies 


that specialists shall be included. This calls 
attention to the need for some adequate provision 
for the designation of specialists. It further 
presumes that patients will be referred, and that 
specialists will act only as consultants or thera- 
peutic agents and not receive patients direct. 
It also brings forward for consideration the 
advisability of exercising some reasonable control 
over the numbers admitted to the study of medi- 
cine. There is nothing desirable in having an 
excess over the real needs of the country of qualified 
medical practitioners. It is a waste of public and 
private moneys, and of human endeavour. 


Medical Certification brings up the question of 
how to define “incapacity for work’. The sug- 
gestion made is that incapacity for work means a 
condition in which an attempt to work would be 
injurious, and that work refers to the ordinary 
occupation. Obviously, the insured person can- 
not be expected, unless his disability is permanent, 
to change his usual occupation. 


. Indigents must be provided for; as to this, there 


is general agreement. The cost of such care must 
be borne by the State if private charity does not 
assume the burden. It is unreasonable to expect 
the medical profession to give such care beyond 
the point, at least, to which the members of the 
profession willingly and voluntarily go. Con- 
sideration should be given as to whether it is 
advisable to have a separate system for the in- 
digent, or whether it would be preferable to include 
this group under health insurance for medical 
benefits, the State paying the premiums. There 
are many arguments for one medical service 
rather than two, and as to the indigents receiving 
a service that is no better and no worse than that 
given the insured. In any case, physicians who 
care for the indigent should be remunerated. 


. The most serious ill result which could grow out 


of health insurance would be its being considered 
as a “cure-all”. At best, it is but part of what 
should be evolved—a complete medical service 
which will secure the fullest application of pre- 
ventive and curative medicine. There is grave 


danger in overselling all forms of social insurance 
as panaceas for the ills of mankind. 
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PART TWO 
SITUATION IN CANADA 


XVIT.—GENERAL STATEMENT 


An outline of what has occurred in the field of Health 
Insurance in other countries has been presented (Part 
One) as a basis for the consideration of conditions in 
Canada. 

Part Two of the report is devoted to a presentation 
of the Canadian situation, beginning with a general 
statement, and then passing to a more detailed con- 
sideration of what appear to be the most important or 
unusual conditions in Canada. 

A review of Canadian vita! statistics shows a number 
of deaths from typhoid fever—evidence of failure to 
apply sanitary knowledge; several hundreds of deaths 
from diphtheria—a preventable disease; thousands of 
infant deaths from diarrhoea and enteritis—demonstrating 
our neglect to teach mothers proper care of their babies 
and our failure to provide a safe milk supply. That 
medical care is-not secured promptly is reflected in a 
steady increase in deaths from appendicitis and the fact 
that cancer cases usually come too late for treatment. 
While health supervision of young children is generally 
accepted and practised, the number of adults who avail 
themselves of their family doctor’s services for the main- 
tenance of health through periodic health examinations 
is still small. 


1. Practice of Medicine. 


In Canada, as elsewhere, the practice of medicine 
has developed along individualistic lines. The individual 
decides to study medicine, later selects the field of medicine 
in which he will practise and his location for practice. 
Medical education, and the licensing and discipline of 
medical practitioners are controlled by the provinces. 
No control of fitness for practice exists beyond the test 
of examinations, and no province has exercised any 
control over the number of practitioners licensed The 
license is for the lifetime of the practitioner, provided he 
does not transgress the law under which circumstances, 
his license may be cancelled. 

The College of Physicians and Surgeons of each 
province is the legally-constituted body, under pro- 
vincial law, to control the practice of medicine. The 
governing body of the College of Physicians and Surgeons, 
is elected by the already licensed practitioners of medi- 
cine in the province concerned. The Medical Council 
of Canada has authority only to conduct examinations, 
which may or may not be recognized by the provincial 
Colleges of Physicians and Surgeons. At the present time, 
the examinations of the Medical Council of Canada are 
recognized in all provinces; it is hoped, by most of the 
provinces, that in a short time it will be possible to do 
away with examinations by the provincial Colleges of 
Physicians and Surgeons, and to require that candidates 
for licensure take the examinations of the Medical Council 
of Canada. 

Alberta is the only province which has provided 
legal machinery for the designation of specialists. For 
one reason or another, this has not been used to any 
extent. Under any system of medical practice, it is 
desirable to provide for the proper designation of special- 
ists, and if the system be some form of organized medical 
service, such designation becomes imperative. The 
advantages of uniformity are obvious. The recently 
created Royal College of Physicians and Surgeons of 
Canada provides for this. As a new organization, the 
Royal College has certain weaknesses, but from now on, 
all new Fellows will be admitted only by examination, 
so that, in the course of a comparatively few years, 
fellowship therein will designate the qualification of 
specialist in the Fellow. 


2. Medical Care of the Indigent. 


There are in Canada, at-all times, a number of 
individuals classed as indigents, who are unable to pay 
for medical care, and who are, in general, largely cared 
for at the expense of the medical profession. 


3. Medical Care of the Middle-Class. 


A large percentage of the population are unable to 
meet the economic demands of illness because of low 
incomes and also because of the uncertainty of disease in 
relation to its occurrence and severity. In an endeavour 
to meet this situation, a sliding scale of fees is used, based 
upon capacity to pay rather than upon the value of the 
service rendered. 


4. Medical Care of the Well-To-Do. 


The number of individuals who can meet the costs 
of a severe or a prolonged illness without economic effort 
is comparatively small. These, as a rule, demand more 
care than is actually required, and they are, in general, 
expected to pay fees at the top of the scale, which does 
something to balance the free work. In practice, the 
well-to-do patients are not evenly distributed among 
medical practitioners, so that the doctor who does the 
most free work may have none at all or only a small share 
of the practice among the well-to-do, whereas another 
may have a large practice among this group. 


5. Organized Medical Services. 


Despite the fact that the private practice of medicine 
has continued in much the same manner for years, never- 
theless, a number of changes have taken place in Canada, 
with the result that, at present, organized medical services, 
under private or governmental control, are more wide- 
spread than is generally recognized. 


(a) Care of Mental Disorders—The care of those 
suffering from mental disorders requiring insti- 
tutional facilities has been accepted as a direct 
responsibility by provincial governments. With 
the exception of those in the Province of Quebec 
and a few private hospitals, mental hospitals, in 
Canada, are owned and operated by the various 
provinces. The Province of Quebec discharges 
its obligation by making grants to privately- 
owned and operated institutions. In most of 
the provinces, this field of service is being ex- 
tended through the provision of mental hygiene 
clinics. This major branch of medicine is already 
established as an organized service under govern- 
mental control—actually, state medicine. 


(b) Workmen’s Compensation—The care of the in- 
jured workman, at the expense of the employer, 
through a form of insurance, is provided for in 
all provinces excepting Prince Edward Island. 
The fees for the medical care of the injured work- 
man are fixed by a commission, which commission 
also exercise some measure of control over the 
medical care given. This arrangement overrules 
the old right of the physician to arrange his fee 
with his patient. 

(c) Industrial Health Services—A number of in- 
dustries have provided health services for their 
employees, realizing that the health of the 
employee is a matter of concern and importance 
to the employer. The employer is interested 
in the rapid and complete recovery from illness 
of his employee, and is also concerned with the 
prevention of illness and the maintenance of 
fitness of those who work for him. There is no 
record available of the number of such services 
in Canada, or of the type of service. 


(d) Medical Care by the Dominion Government—The 
Dominion Government provides for the medical 
care of a large number of war veterans (pension- 
ers). In the fiscal year, 1931-32, there were 
11,116 cases admitted to hospital. On March 31, 
1932, there were, in the eight hospitals of the 
Department of Pensions and National Health, 
1,676 patients, of whom 889 were “general”’ 
717 “mental” and 70 “‘t.b.”’. 


The Dominion Government provides care for 
Sick Mariners. Under provisions of Part V of 
the Canada Shipping Act, dues are collected from 
vessels using Canadian ports. These dues make 
a trust fund (Sick Mariners Fund) administered 
by the Department of Pensions and National 
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(e) 


f) 


Health for the care of sick mariners. The usual 
procedure is to arrange with local hospitals to 
provide whatever care is required. Expenditure 
for the fiscal year, 1931-32, was $208,845.90 for 
the care of 5,816 sick or injured mariners. 

The care of lepers, in two lazzaretti (one on the 
Atlantic Coast and the other on the Pacific), is 
assumed by the Dominion Government. The 
Indians on the reservations, as wards of the 
Government, are provided with medical care. 


Public Health Services—The field of Public 
Health has gradually developed. The treatment 
of communicable disease: has been recognized, 
for many years, as being part of the program 
for the control of communicable disease. Re- 
sponsibility for isolation hospital care is usually 
assumed, in the larger centres of population, by 
the local department of public health. Diag- 
nostic and treatment clinics for venereal disease 
and tuberculosis are an accepted part of public 
health services A wider vision as to the pre- 
vention of diseases other than communicable 
disease, and an appreciation that early diagnosis 
and early adequate treatment are essentially 
preventive in their results, have brought public 
health activities into what has been considered 
the field of curative medicine. Some govern- 
ments are providing facilities for the diagnosis 
and treatment of cancer. Public health la- 
boratories have, in some places, added service 
in tissue diagnosis and blood chemistry. Public 
opinion is forcing governments to take action, 
but, up to the present, practically the only 
action governments have seen fit to take is an 
extension of their public health services, usually 
on a clinic basis. Public health organizations, 
official and voluntary, are providing health 
supervision for expectant mothers, infants, pre- 
school and school children. These services are 
for the presumably healthy, and treatment is 
not prescribed for those who are found to be in 
need of medical care, such cases being referred 
to the family physician. 


Medical Care by Individual and Group Insurance— 
The problem of meeting the costs of medical care 
has been dealt with in two ways by group action :— 


(1) Those who, on their own initiative, enter into 
a contract with an insurance company to 
receive economic protection against sickness 
or accident, or both. 


The Department of Insurance, Canada, states , 


‘‘The Department has no information as to 


the number of accident and sickness insur- 
ance policies in force as at December 31, 
1932, but the net premium received for these 
classes of insurance by Dominion licensees 
amounted to, for personal accident insur- 
ance, $2,917,637; for sickness insurance, 
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$1,454,949; and for combined accident and 
sickness insurance, $1,636,395.” 


From these figures, we learn that the sum of 
$6,008,526 was paid in premiums, during 

- 1932, for personal insurance against accident 
and sickness. 


(2) Fraternal and other similar organizations, 
as a part of their service to members, have 
provided medical care. The lodge type of 
medical service has been generally condemned 
because it tends toward a poor type of service 
growing out of bargaining. It removes from 
the individual freedom of choice of physician. 
The Department of Insurance, Canada, gives 
the following information :— 


1. Canadian Fraternal Benefit Societies (Ab- 
stract of Sickness, Funeral and Accident 
Insurance, 1932). 


Number of certificates in 


force (in Canada)........ 59,863 
Premiums paid............ $355,474.00 
Benefits paid—Sickness.... . 407,111.00 

Funeral..... 24,892 .00 


2. Foreign Fraternal Benefit Societies (Ab- 
stract of Sickness, Funeral and Accident 
Insurance, 1932). 

Number of certificates in force 
(in Canada) 9,012 
Prema O008... ...0605.%.. $99,849 .00 


Benefits paid—Sickness...... 75,851.00 
From these statements, it is seen that 
approximately 68,000 Canadians paid 


$456,000 for sickness and funeral insurance 
in 1932 (average $6.70 per caput), and 
received $482,000 in sickness benefits and 
$25,000 in funeral benefits. 


Apparently 1932 was a bad year for the 
Benefit Societies as there was a considerable 
falling off in certificates and income, and 
the benefits paid exceeded the income, a 
condition of affairs which, obviously, could 
not continue for long without financial 
disaster. 


(g) Hospital Services—‘Most communities have quite 


adequate general hospital accommodation . 

there is a woeful lack of provision for the con- 
valescent patient, the chronic invalid, or the 
incurable. Our accommodation for the insane 
is inadequate and nobody wants to assume re- 
sponsibility for the narcotic addict or the venereal 
case . . This lack of complete provision 
of hospital service is the naturai result of our 
inco-ordinated system of hospital erection.’ 


A Directory of the Hospitals of Canada, with 
Maps, compiled by the Department of Hospital 
Service, Canadian Medical Association, issued 
by the Department of Pensions and National 
Health, Canada, 1929, gives the following 


information :— 
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XVIII—MEDICAL CARE OF THE INDIGENTS 
r IN CANADA 


The provinces are responsible for the care of 
indigents—British North America Act, 1867, 30 Vic- 
toria, Chapter 3, Section VI, Paragraph 92, Item 7: 
‘‘Exclusive Powers of Provincial Legislatures. in 
each Province, the Legislature may exclusively make 
laws in relation to Matters coming within the Classes 
of Subjects next hereinafter enumerated; that is to 
say The Establishment, Maintenance and 
Management of Hospitals, Asylums, Charities, and 
Eleemosynary Institutions in and for the Province, 
other than Marine Hospitals.’’ All provinces have 
made some provision for the medical care of this 
group of their population. 


BRITISH COLUMBIA 
Pre-Depression— 

‘The only provision made for the care of indigents 
is the outdoor and charity work carried on in 
the general hospitals.’’ 

Depression— 


‘‘In the organized districts, Dominion and Prov- 
ince assume no responsibility for people who are 
resident there; for the unorganized districts and 
for the transients of no fixed abode, who are 


caught in the cities, some degree of medical care 


is provided.’’ 

‘‘The city (Vancouver) has provided two medical 
men to carry on work among the indigent... . 
No provision is made for night work, and the 
city has simply left it to the private practitioner 
to carry on without pay.’’ 


A payment of twenty dollars is made for delivery 
of maternity cases in the home. Victoria pays 
physicians for relief cases a total not to exceed 
ten dollars a month. 


Attitude of the Province-— 


The Committee for the Provision of Medical Care 
(December, 1933) recommended: 


‘‘The Committee does not feel that relief cases 
should be paid for on a per capita basis, nor 
that the work done should be limited to a certain 
number of men, but that every practising physi- 
cian should be entitled to take such cases, that 
the patients should have free choice of their own 
doctor, and that the work (medical care of those 
on relief) should be paid for by an allotment to 
the profession of a certain sum monthly by the 
city and provincial government. ’’ 


ALBERTA 
Pre-Depression— 


Alberta has encouraged the development of 
Municipal Hospitals. All assessable land in a 
hospital district contributes to the support of the 
hospital (about three cents per acre). Over one- 
half the rural population are served by these 
hospitals. 


Depression— 


In Calgary no provision has been made for the 

physician’s services. 

‘‘The single men and women in Calgary who are 
unfit are sent to the first-aid station of the Red 
Cross Society, where a physician is in charge.’’ 

‘*In Edmonton, physicians are paid a fee of three 
dollars for a first call in attendance on un- 
employed patients. No other allowance is made 
for any other professional attention.’’ 

‘*In the city of Lethbridge, a sum of $250 a 
month has been set aside for relief purposes 


. In Medicine Hat, the physicians have 
not received any assistance . ~ - In _ local 
improvement districts, relief is distributed by 
the provincial government ....if the patient 
is indigent, a portion of the physician’s fee is 
paid.’’ 

‘*Some municipalities have employed a physician 
on a salary to care for the indigents as well as 
act as medical officer. In some of the smaller 
centres, groups of citizens have engaged a physi- 
cian at $25 per year, paid in advance; in other 
instances, at $18 per year, the half cash six 
months in advance.’’ 


Attitude of the Province— 


‘*Cities and towns are letting the profession bear 
the burden. Partly for lack of funds and partly 
because the physicians and surgeons have been 
afraid to make any arrangement, fearing condi- 
tions may be established that will prove detri- 
mental. ’’ 


SASKATCHEWAN 
Pre-Depression— 

‘‘In 1920, an amendment to the Municipal Act, 
making provision for the engaging of Municipal 
Doctors. This Act has been amended, and to-day 
reads as follows: 

‘*Page 76, Cap. 106, Rural Municipalities. 
of Sick and Destitute. 

‘¢223 (1). The Council of every municipality shall 
make due provision for the care and treatment of 
any indigent person who has been a resident of 
the municipality for at least thirty days, who 
falls ill and requires medical attendance and treat- 
ment. 


**(2). In this section and the following sections, 
the expression ‘indigent person’ means a person 
who is actually destitute of means, from his own 
resources, of obtaining necessary medical attend- 
ance and treatment. 


““(3). All provision for medical care and treat- 
ment of indigent persons shall be made by means 
of a written order. 


‘*(4). Such written order may be dispensed with in 
respect of medical advice, attendance, or medi- 
cines given by a medical practitioner at a first 
visit (or any other necessary treatment during 
the emergency; amendment, 1933), if the medical 
practitioner concerned certifies that the case was, 
or that he was informed that the case was, one 
of sudden and urgent necessity.’’ 


sai . the hospitals are guaranteed public ward 
rates from the municipalities for their indigent 
patients. ’’ 


. . . . the Government pays fifty cents per patient, 
for all patients under hospitalization, to the ap- 
proved hospitals. ’’ 


Care 


ce 


Depression— 


‘*Since the depression, the conditions leave the 
municipalities in very straitened circumstances. 
From the hospital point of view, they are only 
accepting the bills for future payment. From 
the medical viewpoint, they only pay when they 
cannot get out of it... .’’ 

‘*Most of the cities of Saskatchewan have conceded 
the right of the doctor to be paid for work done 
on relief cases. The city of Regina. - pays 
$1.50 for each house call on an indigent... . 
$20 is paid for a maternity case in the home; 
$10 for one in the hospital. Operations and seri- 
ous ilnesses in the hospital are paid for at partial 
schedule fees, not more than fifty dollars being 
paid for any one case. The city pays nothing for 
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office visits. In Saskatoon. ... the doctor is 
given an order requesting him to render treat- 
ment. . . . Surgical cases are paid for at the rate 
of 35 per cent of the schedule of fees. . . . up to 
the maximum of fifty dollars; for maternity cases 
in the home is paid $17.50, and $1.50 for house 
visits; medical and maternity cases in the hos- 
pital and office visits are not paid for... .’’ 


‘“In Moose Jaw, one doctor has been appointed to 
look after the indigents for two hundred dollars 
a month. ... While the indigents are supposed 
to go to the city appointee for care, it is estimated 
that the medical men, as a whole, are looking after 
well over 50 per cent of the relief and indigent 
coum... .’’ 


“¢In Weyburn, six hundred dollars is divided equally 
among the four doctors there for care of any 
indigent who may present himself. . . .’’ 


‘<In Yorkton, the doctors look after all the indigents 
for nothing, but the city does not ask any of 
them to pay a business tax... .’’ 


‘*In North Battleford, the city council pays noth- 
ing for treatment of indigents.’’ 


‘*City Councils, in general, seem to take a fair and 
reasonable view of the doctor’s work, but the 
rural municipal councils do not share these views. 
For the most part, now, they will pay a hospital 
bill, but paying the doctor is something they are 
not prepared to do... .’’ 


Attitude of the Province— 


‘On studying the Act, one could figure the indigent 
problem as settled, but legal phraseology seems 
to leave us considerably in the dark, and con- 
siderable dispute as to the definition of ‘indigent’ 
and the responsibility thereof.’’ 


““To date, we are still operating from the medical 
viewpoint as if there had never been a Municipal 
Act.’’ 

‘‘Some municipalities accepted their responsibility 

to provide medical services under the Act, as 

above quoted, but a very large number of munici- 
palities do not; they refuse to give the written 
order, and without this, nothing could be collected 
except for a first visit.’’ 

6 RS unwilling Council could render nugatory 
the provisions of the Act.’’ 


oe 


MANITOBA 
Pre-Depression— 


‘‘There is too great an . uncertainty with regard 
to the payment, by municipalities, for medical 
services rendered to indigents, and no means of 
compelling municipalities to pay.’ 


Depression— 


‘*Since the early Spring (1933), there has been 
co-operation through a liaison committee be- 
tween the doctors and a committee representing 
the unemployed on relief.’’ 


‘‘After July first (1933), the hospital authorities 
(Winnipeg) segregated relief cases coming to 
the out-patient clinics. These appeared before a 
doctor for investigation as to emergency. Pa- 
tients coming within that category were referred 
to the proper department. Others were returned 
to the municipal relief officer.’’ 


‘‘Early in October, the Winnipeg General Hospital 
re-opened its out-patient clinic in a modified 
form . . ‘The Medical Service will be, as 
formerly, entirely voluntary on the part of the 
doctors in attendance. Patients will be admitted 
to the clinic on presentation of a letter from a 
practising physician. Only those who are unable 
to pay physicians’ fees and the rates for special 
examinations and treatments are eligible’.’’ 
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. . . The Rural Rehabilitation Commission 
has entered into an agreement with the Manitoba 
Medical Association for the medical care of those 
who have been placed back on the land under this 
scheme. A schedule of fees has been prepared 
and submitted to the Commission, and they are 
now paying the accounts in accordance with the 
schedule. ’’ 


‘‘The Manitoba medical profession also had a 
delegation wait upon the Minister of Health and 
the Honourable the Attorney-General in reference 
to medical services for wards of the Govern- 
ment, namely, inmates of mental institutions, 
gaols, et cetera.’’ 


Neglected children, as wards of the Government, 
receive medical services at the expense of the 
Government. 


The medical profession of Greater Winnipeg, hav- 
ing failed to secure payment for medical care of 
the unemployed refused to give service except in 
case of emergency. 


At a general meeting of the medical profession of 
Winnipeg, held in January, 1934, it was unani- 
mously agreed ‘‘to refuse all care in the house, 
office or mop Na on relief, except in cases 
of emergency.’’ emergency is one in which 
life is in imminent danger, and for which im- 
mediate action is required.’’ This action received 
the support of the press. A few days later, the 


city agreed to a plan for the payment of medical 
relief. 


‘Five of the largest municipalities contiguous to 
Winnipeg have already notified our committee 
that they will supply medical relief under the 
same plan and scale as that in foree in Win- 
nipeg.’’ 


Attitude of the Province— 


‘With the exception of single unemployed in 
camps, no payment is being made for medical 
services. The press has sympathized with our 
claims and supported them by numerous editorials 
and articles. There is no outspoken criticism on 
the part of the general public, and letters in 
that public forum, the columns of the press, are 
singularly few. Best of all, the profession is 
organized as never before. The numerous re- 
quests from practitioners for rulings and 
decisions by the executive on various problems 
show that they are prepared to play the game, 
and are giving the movement loyal support. 
Finally, the last move in the contest has not yet 
been made. More drastic action on the part of 
the profession is conceivable, but it must be 
justified before it can be taken. It is probable 
that the normal increase of illnesses during the 
winter will force the issue.’’ 


ONTARIO 
Pre-Depression— 


The Public Health Act, Section 51(1) requires 
that:— 


‘The corporation of every municipality shall 
enter into an agreement with the medical officer 
of health or some other legally-qualified medical 
practitioner resident in the municipality or in a 
municipality adjacent thereto for his medical 
attendance upon and care of persons suffering 
from the result of injury or disease, who, in the 
opinion of the head of the municipality, or of 
its relief officer, if any, are unable, through 
poverty, to pay for the necessary attendance, 
and who are not cared for in a public or private 
hospital.’’ 


Many municipalities have not carried out this 
clause of the Act. 
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Hospitals and sanatoria receive a per caput per 
diem allowance from the Province and the munici- 
pality for the care of indigent cases. 

Depression— 

‘*In October, 1932, the Government of the Province 
of Ontario, by Order-in-Council, made it possible 
for municipalities to include medical care as a 
part of relief expenditures to uuemployed and 
their dependents. The Order stated that the 
municipality might pay for medical services and 
supplies at the rate of 50 per cent of the prevail- 
ing medical tariff. By regulations subsequently 
issued, each doctor in the Province was limited 
to a maximum amount of $100 which he might 
receive for one month for services rendered, ac: 
cording to the above-mentioned Order-in-Council, 
the work to include office calls and home visits 
(including maternity cases), but not practice in 
hospitals or major surgery. As a special item, it 
did include the after-care of surgical cases in 
the home, but it should be emphasized that major 
surgery in the hospital or in the home was ex- 
cluded from payment. The Provincial Government 
undertook to pay two-thirds of the cost and the 
municipality one-third. It was originally thought 
that the Federal Government would pay one-third 
of the cost, but this was later decided against by 
the authorities at Ottawa, and the Provincial 
Government then had to assume the burden. As 
a matter of actual practice, the Provincial Govern- 
ment is paying a good deal more than two-thirds 
of the cost in those areas where unemployment and 
relief have imposed a heavy burden on the munici- 
pality.’’ 


Attitude of the Province— 


‘One weakness in the plan was the fact that to 
each municipality was left the decision as to 
whether they would accept the Government’s pro- 
posal. A number of municipalities have taken 
advantage of the offer, while a great many have 
not. Broadly speaking, where the scheme has been 
applied, it has been approved by all concerned.’’ 

QUEBEC 
Pre-Depression— 

‘*Hospitals and sanatoria receive a per caput per 
diem allowance from the Province and the munici- 
pality for the care of indigent cases, at the option 
of the municipality. 

‘*No provision is made to recompense the doctors 
for their services which they give to these in- 
digents, and while they are taxed equally with 
the rest of the population to support the institu- 
tions, they are, in addition, expected to give their 
services to these institutions free. This is a poor 
principle and unjust to the profession. 

‘*No provision is made for the medical care of 
indigents outside of such institutions.’’ 

‘In sparsely-settled areas and poor rural districts, 
and unorganized territories, such as the lower 
Saguenay and North Shore, where the population 
cannot support a licensed practitioner, the Pro- 
vincial Bureau of Health will occasionally sub- 
sidize a doctor, or place a resident trained nurse, 
or even maintain a small hospital to look after 
the medical needs of the district.’’ 


Depression— 

‘¢There has been no change regarding the provision 
of medical care for the indigent since the depres- 
sion. One city started to pay for medical care, 
but discontinued after a week.’’ 

The same city, at a later date, agreed to pay a 

fixed sum of $50 a month to physicians treating 

the unemployed, and to pay druggists for medicines 
prescribed, but not for patent medicines. 





NEw Brunswick— 
Pre-Depression— 

‘*The only provision made for the medical care of 
indigents is through the medium of the Alms 
House Commission in each parish, or that of the 
Parish Councillors, who issue a special order for 
treatment to each particular patient, if warranted 
by circumstances. The medical fees allowed in 


these cases are usually 50 per cent of the regular 
tariff of fees.’’ 


Depression— 
‘*No change in regulation has been made since the 
depression. ’’ 


Attitude of the Province— 


‘“At the present time, it is safe to say most physi- 
cians in the province treat over 50 per cent of 
their cases without the hope of ever being paid 
for their services.’’ 


Nova Scotia 
Pre-Depression— 
‘*The Municipal Council may pay for the care of a 
certain number of patients as they may see fit.’’ 
‘*The City of Halifax makes a grant towards the 
Dalhousie Public Health Clinic, which is open to 
all the indigents in Halifax.’’ 


Depression— 
‘*There has been no change made in Nova Scotia 
since the depression for the care of indigents.’’ 


Attitude of the Province— 
‘*The situation in Nova Scotia is urgent.’’ 


PRINCE EDWARD ISLAND 
Pre-Depression— 
Medical care is furnished by three public hospitals, 
each of which receives a government grant yearly. 


Depression— 
No change. 


Attitude of the Province— 


‘*No consideration has been given the medical pro- 
fession who are giving a good deal of treatment 
gratis in such cases.’’ 


CoMMENT 


These brief statements from the various provinces 
show very clearly that, in ordinary times, outside of a 
contribution to hospitalization costs, provincial and 
municipal governments have not, in general, recognized 
their responsibility for the provision of medical care 
for the indigent. Further, it would apper? that the 
Federal Government did not regard m*sdical care as 
one of the necessities of life; otherwise, medical care 
would have been provided for in the unemployment 
relief legislation, together with food, shelter and 
clothing. 

During the time when nearly all medical practi- 
tioners could be described as family doctors, the 
number of indigents was comparatively small, and the 
burden on any one doctor was not severe. In the 
course of time, however, the family doctor, in the 
larger centres of population, has been replaced by a 
group of specialists who are called by the family, 
depending upon which of the members is ill, or which 
part of the body appears to be diseased. More fre- 
quent moving of the population has tended to break 
the bond between doctor and family. Better trans- 
portation facilities have increased the area of practice, 
on the one hand, and on the other, the ability of the 
public to go here and there for medical care. 

At the same time, as these changes were taking 
place, an increased industrialization resulted in a 
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higher percentage of the population being indigent at 
times, as a result of unemployment, accidents or sick- 
ness. The outcome has been that gradually the medical 
profession has provided medical care to an increasing 
number of indigent persons. 


The idea that the profession should do this has 
come to be accepted by governments and by the public. 
The point should be clearly made that no such obliga- 
tion rests upon the medical profession, and that what 
has been done and is being done is in the nature of a 
voluntary contribution of service by the individual 
physician. 

So firmly is this idea fixed that surprise has been 
expressed that physicians should expect to be paid for 
the medical care of the indigent, whose care is a 
responsibility of the State, a responsibility to be 
shared by all citizens and not merely by the medical 
profession. The State apparently believes that when 
a grant has been made for the institutional care of 
the indigent it is not necessary to make the grant 
sufficient for, or to provide a special grant for, medical 
attendance. It was because no sound policy of deal- 
ing with this question had been devised that the 
medical profession became overwhelmed by the de- 
mands on them growing out of the depression. 


That those outside of the medical profession, who 
are close to the problem, realize that the situation is 
undesirable and unfair is shown by the resolutions 
passed at a Conference on Relief, held at Ottawa in 
May, 1933, with representatives present of offi..al and 
voluntary welfare agencies from all over Canada. 

The opinion of the Conference was expressed in 
the following resolutions:— 


1. In the opinion of your Committee, a paramount 
duty of the State, in all its branches, is the 
maintenance of the health of the people. 


2. In our opinion, in respect to relief being given 
to unemployed persons of Canada with their 
dependents in their own homes, medical care 
should be included. 


3. Medical care shall mean and include the services 
of a medical practitioner, dentist, nurses, and 
other related care. 


4. The necessary medical supplies and drugs shall 
be considered a part of this care. 

5. Drugs and medical supplies, under the meaning 
of these terms, should only be given upon medi- 
eal authority. 

6. The above services should be available through 
the existing channels as far as possible, and 
the personal relation of doctor and patient 
should not be disturbed. 

7. Your Committee views with approval the present 
facilities in Canada with respect to Public 
Health Services, and would most respectfully 
urge that these services be maintained and 
extended. 

8. A further suggestion recommended that moneys 
available for unemployment relief, from any or 
all sources, should be made available for medi- 


which the possible relationship of such wide- 
spread public provisions of medical care to 
public health services and to any contemplated 
plans of Dominion aid or health insurance was 
stressed, it was agreed, upon division, to en- 
dorse these seven principles, as above set 
forth; to record recognition of the need of 
financial aid on a broad basis for the provision 
of health and medical care;. but to refer the 
question of the provision of that aid to the 
Dominion Health Council for consideration at 
their June meeting. 

The Dominion Health Council gave the matter 
careful consideration, and passed the following resolu- 
tion:— 

WHEREAS the physical and mental well-being of the 

people of this Dominion is of paramount impor- 

tance; 

AND WHEREAS medical care for those in receipt of 

relief, up to the present time, has not been given 

the consideration it is entitled to and is not eon- 
sidered as part of the general relief programme; 

THEREFORE, BE IT RESOLVED that the Dominion 

Council of Health recommend that the medical 

care of those on relief be included with food, 

clothing and shelter, and be paid for out of the 

Dominion, provincial, or municipal funds available 

for relief purposes, such medical relief to consist 

of medical and nursing care in the patient’s own 
home or the doctor’s office; and that, in so far as 
possible, this medical care be given by the medical 
services now available, the individual requiring 
the service to have, where such is feasible, the 
choice of physician or nurse; and that the or- 
ganized medical profession be asked to supply 
this service, at special rates to cover the cost to 
the physician or nurse of dispensing this service. 


XIX.—-MEDICAL CARE OF THE MIDDLE-CLASS 
IN CANADA 


An indigent is defined as a person who is needy 
or poor. Those who administer laws dealing with 
indigents have many different interpretations of the 
definition—some broad, some narrow. Indigence is 
difficult to define rigidly and fairly, but it should be 
clear that a person need not be actually destitute to 
be indigent from the point of view of medical care. 
A married man with a family, who is earning ten or 
twelve dollars a week, is indigent in so far as medical 
care is concerned, because after he has attempted to 
house, feed and clothe his family, he is certainly with- 
out the means of obtaining medical care. 

At whatever level we define indigence, from that 
point up the economic scale, we have the middle-class, 
until we come to another level which is equally hard 
to fix, that at which the middle-class merges into the 
state of the well-to-do. For our purpose, middle-class 
would include those who have something more than 
the bare necessities of life, but not enough to meet a 
severe or prolonged illness without economic: difficulty. 

From the publications of the Dominion Bureau of 
Statistics, the following information is taken:— 
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jabaucties 3,924,533 

Fishing, Hunting, Trapping..... 47,917 
Mining, Milling, Quarrying, Oil 

and Salt Wells (coal, 27,750) 89,410 
Warehousing and Storage....... 35,195 
CI cats vivesdvesnnes 313,931 
Finance, Insurance ............ 36,818 
PO OMOHEE, avons hati ovis cial oats 240,785 
Entertainment and Sport....... 8,081 
Laundering, Cleaning, etc........ 22,593 


Labourers (not agricultural, 
mining, or logging)........ 
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DOMINION INCOME TAXPAYERS 








Income (gross) 


A CI i ii i sscnc deena’ 
oe eae 
SU GI skccccdonwiscess 
SP GD Piscneeckstcacts 
Bee IP  hidsund ates 
6,000 to 7,000 “:.... Pansies : 
SO: GMO ~ cactunrade vad cenkend 
a a ere 
BO TI a sscidnvevisevencas 
10,000 to 15,000 .........cceeeeeee 
ee |. Rae 
ge. anne 
SEMIN We TENOE  ckivccvincivasducss 
eee 


50,000 and over 


eee eee er eee eee eee rene 


Number of taxpayers 


1930 1931 1932 
38,709 38,788 37,002 
20,090 20,885 19,595 
24,429 22,869 21,160 
17,468 17,909 16,555 
10,980 11,348 10,410 

7,349 7,483 6,839 
4,620 4,814 4,573 
3,313 3,449 3,238 
2,607 2,609 2,462 
6,575 6,825 5,901 
2,540 2,878 2,405 
1,181 1,314 1,123 
674 784 646 
1,016 1,045 1,098 
603 601 614 
142,154 143,601 133,621 


INDIVIDUALS PAYING DOMINION INCOME TAX, AND TAX COLLECTED BY PROVINCE, 1932. 


Province No. of taxpayers 
Prince Edward Island.... 363 
eee 3,089 
New Brunswick ........ 2,668 
COE sv veessccaatasaws 29,368 
COEOTIO, «an ko ciecancnnans 60,358 
EPALOUGE Savas ie w evsistasicie.e: 10,007 
Saskatchewan .......... 5,479 
BE k4ediiasisiawas 7,807 
British Columbia ........ 13,658 
TOE icaassnaeinnanes 324 
SU GRE 6c sawanndeas “s 
ROCHE “Bseanada cae 133,621 


Everything is relative, but the number of in- 
dividuals with large incomes are but a small percentage 
of the total population. Hourly wages have led us to 
believe that incomes among tradesmen and mechanics 
are much higher than they actually are on a yearly 
basis, due to irregularity of work. 

If we take the approximate figures of 140,000 tax- 
payers and presume that these individuals are all 
married, with an average-size family of 5, we have 
700,000 individuals, in families, where the gross in- 
come is taxable, leaving 9,600,000 individuals, either 
living alone or in families, without a taxable gross 
income. 

The Canada Year Book, 1931, shows that in 
Canadian manufacturing industries, with 91,243 
salaried employees, the average salary, in 1927, was 
$1,899, and in 1928, $1,915. The wages of the 566,780 
employees on wages averaged $997 for 1927, and $1,024 
for 1928, with an average of 245 days in full- and 
part-time operation of the industries. 

The average earnings of wage-earners advanced 
from $760 in 1917 to $1,024 in 1928, representing an 
increase of 16 per cent in the advance of real wages. 

For the twelve months, June, 1930, to June, 1931, 
the average earnings of 528,538 female wage-earners 
was $560, with an average of 46.5 weeks’ employment. 
For the same period, 1,948,500 male wage-earners 
earned an average of $927, and worked, on an average, 
41.2 weeks in the year. 

It is quite true that averages are apt to be mis- 
leading, but there is not a very wide variation in 
wages, so that it seems fair to assume that, in times 
that are good economically (1927-28) or in periods of 
depression (1930-31), the average wages (males) are 
between $927 and $1,024. 








Per cent Tax collected Per cent 
27 $ 29,509 119 
2.68 400,802 1.618 
2.00 313,312 1.265 
21.98 8,735,717 35.263 
45.18 11,575,632 46,728 
7.49 1,025,787 4.141 
4.10 255,187 1.030 
5.84 832,471 3.360 
10.22 1,596,570 6.445 
24 7,306 .029 
we 553 .002 
100.00 $24,772,846 100.00 


The mass of the population evidently belong to 
the wage-earning group. 

The position of this group, taken as a whole, is 
that they are able to meet the costs of minor illness, 
although even this imposes hardship when the family 
is large or when the illness coincides with unemploy- 
ment, but they are unable to cope with severe, pro- 
longed, or chronic illness for the simple reason that 
they have not a surplus over what is used to provide 
the necessities of life to pay the costs of such illness. 

From the 1931 census, it was learned that, of a 
total of 2,566,001 wage-earners, 1,027,749 lost 25,508, 
710 weeks’ work, in one year, from all causes. Illness 
(excluding accidents) was given as the cause by 112,647 
wage-earners (89,474 males and 23,173 females) for 
1,406,190 weeks’ lost time. 

This means that one out of every twenty-three 
workers lost time on account of illness, and the average 
lost time for this group, absent on account of illness, 
was over twelve weeks. 

The value of these figures is minimized by the 
fact that they cover a period of depression; neverthe- 
less, they show that there is lost an equivalent amount 
of time to the full-time employment of over 7,000 
individuals (over one per cent of the total number of 
wage-earners). 


Adult Disease in an Industrial Population (Montreal). 


F~om a report by Dr. R. Vance Ward, appearing 
in the Canadian Public Health Journal, September, 1932, 
the following is abstracted :— 


In nearly every case, lost time rises to a peak 
about January or February, and falls to a minimum in 
late summer or early autumn. 
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’ 


It has always been assumed that lost time from 
sickness is approximately 2 per cent. As you see, our 
men lost substantially less than this, and our women 
considerably more. The figures are, however, a fair 
approximation 


PERCENTAGE OF ToTaL TIME Lost By 1,200 WoMEN 
(86 PER CENT UNDER 30 YEARS) DUE TO 
CERTAIN SPECIFIED CAUSES. 


Years—1929-31 inclusive—Total Days Lost, 20,577% 


Per cent 

Minor respiratory diseases............+.6. 27.6 
Minor digestive disturbances.............. 12.8 
TTI. vk cnccin ddckesdsaiecnes 11.3 
SU kc csenncsses Sol aka waNie eee 9.3 
Non-industrial accidents ..........eeeeee 4.6 
REA, COU, MNBOs o6 is cise ceccscccs 4.5 
ROUGE cenieedonecsdasseweasnsxues 3.1 
Pleurisy (not associated with pneumonia).. 1.2 
Pe SOD: octinnsacenetasvesebsckonns 1.7 
ecg agen gg OE COE TCT CCCI LTE 0.2 
Chronic cardiac valvular disease........... 0.1 

76.4 


PERCENTAGE OF ToTAL TIME Lost By 2,100 MEN 
(TYPICAL AGE DISTRIBUTION) DUE TO 
CERTAIN SPECIFIED CAUSES 


Years—1929-31 imclusive—Total Days Lost, 27,068 


Per cent 
Minor respiratory diseases............206. 22.9 
Artietiia, gout, DamMe. 26 0.06 ok ccasceses 9.7 
Steet on encase Oe TLE TTT TEE 9.1 
Minor digestive disturbances.............. eink 


Heart disease; old age, 6.0; rheumatism, 0.9 6.9 


Non- industrial DOCMONLS: dicks a cusosasene.s 6.2 
SE OE cnc xkatareecdsdanesvece sine 3.7 
"epee ep CET COT ETOP ETC LETTE 2.2 
SRM MMTSCHIONS: 4 o's 5 Siete nein ce eiawaaeee eo eee 2.1 
EAOGUUDED. 9 <6 sis aie nis Sas OSES Sas SO 2.0 
POE: civ hadesenvudehess ssn eeawanes 1.5 
Cerebral hemorrhage and thrombosis...... 1.1 
(SSARMOUNE foc CA KER ARE ek SRE SOR ROO 0.9 

75.4 


WHAT HAs BEEN DONE IN CANADA FOR THE 
MIDDLE-CLASS 


The Municipal Physician system is the most novel 
contribution made in Canada to the solution of the 
probiem. This system has been in operation for fourteen 
years. 


SASKATCHEWAN 


The Revised Statutes of Saskatchewan, 1930, Chapter 
106, Section 175, AN Act RESPECTING RURAL MUNICI- 
PALITIES :-— 


‘*The Council may, at a regular meeting or at a 
special meeting called for the purpose, resolve to 
Submit to the electors a by-law empowering the 
Council to engage the services of a legally- 
qualified medical practitioner for the munici- 
pality at a salary not to exceed Five Thousand 
Dollars per annum, and may submit the same to 
the electors for their approval as hereinafter 
mentioned. ’? 

In June, 1933, thirty-seven rural municipalities in 

Saskatchewan were served by a full-time municipal 
physician; over thirty by a part-time municipal physi- 


cian; nine municipalities have passed the necessary 
by-law, but have not made the appointment. 


The law requires that all contracts between the 
municipality and the municipal doctor must be sub- 
mitted for the approval of the Minister of Health. 
In practice, this is of no value as the Minister has no 
authority to enforce his decision in the matter. 

The medical profession of the province express 
dissatisfaction with the municipal physician plan of 
Saskatchewan for the following reasons:— 


1. It is an individual agreement. 

2. The doctor becomes a full-times salaried em- 
ployee. 

3. The organized medical profession has no place 
in the plan. 


4. Being based on one municipal area, economic 
stability is not provided for. (During recent 
years, a number of municipal physicians have 
been unable to collect their salaries, due to 
crop failure in the area concerned). 


UNIon HospitaL AcTt—SASKATCHEWAN 


Upon petition for its establishment, the Lieu- 
tenant-Governor-in-Council defines a union hospital 
district and the location of the hospital. The pro- 
posal, including sketch of proposed hospital and the 
costs, is submitted to a vote, and for approval requires 
the votes of two-thirds of those voting. The cost of 
building and any deficit of operation is met by a tax 
on the ratepayers in the hospital district. A district 
may provide hospital treatment, in whole or in part, 
at the expense of the municipalities. 

There are twenty union hospitals with a bed 
capacity of four hundred and eighty-three. In seven- 
teen of the rural municipalities included in the hospital 
districts, treatment is provided at the expense of the 
municipalities in whole, and in nine others in part. 

‘‘The union hospital system has very largely 
solved the problem of providing hospital accommoda- 
tion for the more rural areas in Saskatchewan.’’ 


MANITOBA 


MUNICIPAL PHyYSICIAN.—An Act Respecting Muni- 
cipal Institutions, Part X, Division 1. 

This Act requires approval by at least three-fifths 
of the ratepayers who actually vote thereon for the 
appointment of a municipal physician. 


‘881. If, at the time of the first reading of a 
by-law for engaging a physician, there be a 
physician or physicians resident in the district 
described in the petition, the municipality or 
municipalities, in submitting the proposed by-law 
to the vote of the ratepayers, shall, on the ballot 
used at such voting, make provision for ascer- 
taining the preference of the voters as to whether 
or not the resident physician, or, if more than 
one, which resident physician, or any other physi- 
cian whose name is submitted to the council, 
or one of the councils, ought to be appointed if 
the by-law be approved.’’ 


**883. The contract between the municipality or 
municipalities and the physician appointed shall 
be authorized by by-law of each municipality 
concerned, shall be in writing duly executed by 
the parties thereto, embodied in a form prepared 
by the Minister of Health and Public Welfare, 
and, to be valid and binding, shall be approved 
by him.’’ 

The form of agreement used includes:— 

‘*4. If the Party of the Second Part (physician) 
has reason to believe that this Contract is being 
terminated without just cause, he shall have the 
right to demand a hearing before a board of 
appeal, composed of one member appointed by 
the Municipal Commissioner, or his Deputy; one 
member appointed by the Manitoba Medical 
Association; and a third member chosen by the 
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two appointed. The decision of this Board shall 
be final and binding on both Parties for a 
further period of three months.’’ 
In Manitoba, five rural municipalities have ap- 
pointed municipal physicians. 


ALBERTA 


Section 160 of The Municipal Districts Act. 


‘*The Council may pass a by-law for the purpose 
of making an annual or other grant to a duly- 
licensed medical practitioner residing and prae- 
tising in the municipal district or to a duly- 
licensed medical practitioner, as an inducement 
for him to reside or practise his profession in 
the municipal district. providing, how- 
ever, that the amount paid in any one year, under 
such a guarantee, shall not exceed two thousand 
dollars. ’’ 


The Act also provides for the engagement of nurses, 
for municipalities to join together in engaging a physi- 
cian or nurse, and the collection of money required to 
pay for such services by a special tax on property. 


MUNICIPAL HOSPITALS ACT—ALBERTA 


The first Municipal Hospitals Act was passed in 
1917, and the first municipal hospital was opened in 
1919. Municipal Hospital districts are established by the 
Minister of Health, upon the request of the Councils 
of the municipalities concerned. The plan is submitted 
to a vote of the ratepayers at which time full particulars 
are given. <A two-thirds majority of those voting is 
required. 


The usual rate charged in municipal hospitals to 
ratepayers is $1.00 per day. Administration is by a 
Board, partly elected and partly appointed. There are 
twenty-two municipal hospitals serving forty-three urban 
municipalities, which include one-third of the rural 
population. The average cost in 1932 was $2.74 per 
patient day. ‘The average hospital tax works out at 
$4.80 per quarter section, the actual tax being a mill 
rate on the assessed value. 


XX.—_WORKMEN’S COMPENSATION 


Workmen’s Compensation began under the common 
law when the employer was liable only if guilty of 
negligence and the employee could prove the employer 
to be at fault. The Employers’ Liability Act of Eng- 
land, 1880, made the employer liable unless the dis- 
ability were due to the fault of the employee or grew 
out of some condition beyond the control of the em- 
ployer. This Act was followed by the Workmen’s Com- 
pensation Act, which recognizes occupational risk as a 
charge against industry, or as a part of the cost of 
production. 


The first Act in Canada was passed by Quebec in 
1909, and similar action followed by all provinces 
excepting Prince Edward Island. These various Acts 
differ considerably in detail. Each Act specifies the 
industries to be included. A minimum waiting period 
for which disability is not compensated ranges from 
none to seven days. The scale of compensation varies 
considerably in the different provinces. 


Disabilities due to diseases which are occupational 
are compensable to some degree in seven provinces, 
but the list of diseases varies somewhat. In Ontario, 
1929, there were 108 cases of industrial diseases for 
which compensation was paid. 


All provinces administering workmen’s compensa- 
tion acts have State insurance funds. The Acts are 
administered by an appointed board whose decision is 
final. 


Medical aid is provided, according to a schedule 
adopted by the Board, in addition to compensation 
benefits. Most provinces pay this out of the Board’s 
accident fund. In British Columbia and Alberta, the 
workers contribute to the accident fund. 


XXI.—PROVINCIAL ACTION 


BRITISH COLUMBIA 


A Royal Commission on State Health Insurance 
and Maternity Benefits was appointed in April, 1929. 
A Progress Report was published in 1930, and the 
Final Report in 1932. 


The conclusion of the Royal Commission was:— 
‘‘Finally, we would say that our recommendations 
for the early establishment in British Columbia 
of a suitable compulsory health insurance plan, 
including maternity benefits, are the result of 
the members of our Commission having become 
thoroughly imbued with the momentous and in- 
calculable beneficial effects which kindred 
schemes in the Old World are producing in 
alleviating for the poorer classes the dread 
incubus of sickness costs, and thereby reducing 
premature mortality and raising the general 
standard of health among the masses.’’ 
The British Columbia Medical Association ex- 
pressed the following views to the Commission. 


1, Everyone should pay, out of what he earns, to 
provide for the cost of sickness. There should 
be ultimately no charity. 


2. An estimate should be made of the responsi- 
bility, for sickness, of the State; Industry; 
Worker; and these should be assessed accord- 
ingly. 

3. If any system is adopted, it should provide 
complete service—hospitals, x-ray, laboratory, 
specialists, et cetera. 


4. Wives and families should be included. 


5. The system should be compulsory for all whose 
income falls below a certain figure. 


6. There should be a free choice of doctor by 
patient and of patient by doctor, as at present. 
Every legally qualified medical man should be 
eligible by law to practise under this Act, pro- 
vided, however, that the Board may have power 
to discipline or suspend any practitioner for 
just cause. 

7. Payment should be for services rendered, ac- 
cording to schedule of fees of the. British 
Columbia Medical Association, aid on the 
principle of the present Workmen’s Compensa- 
tion Act schedule (practically 66 2/3 per cent 
of the British Columbia Medical Association). 

8. Insurance companies and benevolent societies 
should be barred as carriers under this Act. 

9. Ample provision should be made for preventive 
and health work. This, however, should be 
entirely divorced from therapeutic work, and 
would best be done by salaried workers. 


ALBERTA 


Report of the Inquiry into Systems of State Medicine, 
Alberta, 1929. 


The following quotation is from the Abstract of 
the Report :— 


‘‘British experience with health insurance points 
to the danger of imposing extensive State schemes 
of medical treatment on top of unco-ordinated 
existing health service. The need of a long range, 
comprehensive and co-ordinated scheme of medical 
treatment and public health activity is em- 
phasized.’’ 


Progress Report, Alberta Commission, 1933. 
The following are some of the findings of the 
Commission :— 


“* Adequate medical services for all the people of 
Alberta can only be secured through the opera- 
tion of a contributory health insurance scheme. 
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‘‘The fundamental factor requisite for the success 
of any insurance scheme is the participation of a 
number large enough that the premiums received 
may be adequate to provide for current expendi- 
tures and to provide a reserve fund for emergent 
situations. 


‘‘For chronic and incurable diseases, a system of 
invalidity insurance should be established, and 
institutions for such cases should be provided. 
Separate health insurance and invalidity funds 
should be maintained.’’ 


Plan. 


‘*EKach of the enlarged Health Units previously 
mentioned would have at least one central hospital, 
so equipped, staffed and administered, as herein 
outlined, to provide all ordinary medical and 
surgical services. 


‘*Each of these enlarged Health Units might be 
sub-divided into medical districts on a combined 
population-area basis (say 1,500 population x 325 
square miles) within certain limits. 

‘*Such full-time Health Units could be utilized as 
the administrative centres for each unit of the 
proposed Health Insurance Scheme in the rural 
part of the Province. 

‘*With a trained staff in the field of preventive 
medicine, co-operating with the practitioner in 
curative medicine and with the assistance of com- 
munity-welfare organizations, the most complete 
type of medical service will be assured to the 
people of Alberta.’’ 


Submission of the College of Physicians and Surgeons 


to the Commission, Alberta, 1932. 


‘‘There has always been a large number of people 
whose illnesses have been looked after adequately, 
although they have been unable to pay for these 
services. The ethical wisdom, or the economic 
soundness of continuing this state of affairs may 
be seriously doubted... . 


‘Tt is nevertheless very important that, in facing 
the whole problem, we shall not allow ourselves, 
as members of the community, or as members of 
the profession involved, to be forced by the 
exigencies of the present crisis to formulate and 
seek to adopt any scheme which, while acceptable 
at present, would not be in the best interests of 
all concerned under more normal economic con- 
ditions. 


‘*As far as we are able to ascertain the feelings 
of the medical profession of Alberta, with regard 
to State Health Insurance, there is a wide diver- 
gence of opinion: 


1. Some, in our opinion a small minority, favour 
leaving things as they are; 

2. Some, in our opinion a small minority, are 
willing or even anxious for a system which will 
ensure them a fixed income; 


3. In our opinion, a considerable majority of the 
profession in this province would welcome a 
scheme of State Health Insurance which would 
include certain important provisions. ’’ 


SUMMARY 


‘Whenever a system of State Health Insurance is 
introduced into this Province, it should include 
the following provisions :— 


1. The employment of municipal doctors in only 
those rural areas in which, because of local 
conditions, doctors would be unwilling to locate 
because of the comparatively limited amount 
of work available. 


We wish to emphasize the fact that the Council 
is definitely opposed to a policy which would 
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place any large section of the profession on a 
salary basis. 


2. The bringing of all the rest of the rural area 
and all the urban population with an income 
level of $1,800 and under, and including in- 
digent residents, within the scope of action 
of a system of Health Insurance, subject to 
the conditions outlined above. 


3. The maintenance of two fundamental principles 
which are of the greatest importance to the 
patient and the medical practitioner— 


(a) That the patient shall have the right of 
choice of the doctor that is called to treat 
his case; 


(b) That the doctor shall be paid for his work 
on the basis of specified fees for actual 
services rendered. 

4. The provision under the scheme of all needed 
consultant and specialist services. 

5. The provision under the scheme of hospitaliza- 
tion as required. 


6. The provision for the care of incurables and 
chronic invalids, and convalescents, in suitable 
institutions separate from, and operated inde- 
pendently of the Active Treatment Hospital. 


7. The extension of Public Health service by 
furnishing, within the enlarged municipal areas, 
such a health service as is now being under- 
taken within the existing Health Units. 

8. Provision, in each enlarged municipal area or a 
combination of such areas, of an Isolation Hos- 
pital with arrangements for special financial 
assistance from the Provincial Government. 

9. Extension of Provincial Mental Hospital and 
Tuberculosis Sanatorium as_ required, and 
financed by a Provincial undertaking. ’’ 


Final Report of the Legislative Committee, Alberta, 


1934, 


‘¢ «State Health Insurance’ means a system of 
State insurance for health purposes. Under a 
system of health insurance, a non-profit-earning, 
State-supervised organization administers a fund, 
provided through regular periodic contributions, 
for the mutual provision of medical services for 
the beneficiaries included under the system. 


‘‘Time and opportunity for post-graduate studies 
should be provided and examinations should be 
conducted at five-year intervals to determine 
whether or not the practitioner is keeping in 
touch with the recent information pertaining to 
the practice of his profession. 


‘‘We consider that specialization is an essential 
feature of any progressive organization, and in 
order that the interests of the public and those 
specializing be safeguarded, we consider it es- 
sential that existing statutory provision for the 
certification of specialists be enforced rigidly.’’ 


The requirements are given as one physician per 
thousand of population; one dentist per two thou- 
sand of population; one nurse per five hundred of 
population; and one hospital bed per two hundred 
and fifty of population. 


‘*Your commission wishes to express the convic- 
tion that any system of medical administration 
which does not make provision for prevention 
cannot function in the best interests of the 
insured . .. .and all preventive and cura- 
tive health services must be closely co-ordinated 
if efficiency is to be maintained. 


‘‘Such full-time health units could be utilized as 
the administrative centres for each unit of the 
proposed health insurance scheme in the rural 
part of the Province. 
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‘“‘Tt is the opinion of your Commission that 
adequate medical services will never be available 
to all the people of Alberta until income- 
earners, through a system of compulsory contri- 
bution, contribute a monthly sum sufficient to 
provide adequate medical services for all the 
people of the Province.’’ 

With regard to the unemployed:— 


‘‘The cost of the care of this group should be a 
charge on the collective funds of any plan, and 
should be included in the budget of any scheme.’’ 


‘¢Your Commission recommends that a State fund, 
centrally controlled and administered by a State 
board, be established. It further recommends 
that local advisory committees be established 
for each unit. 


‘‘For the guidance of those responsible for the 
preparation of this schedule, your Commission 
wishes to go on record as in favour of an ad- 
justed schedule providing a more equitable ratio 
between the fees for medical and _ surgical 
services; and between fees for general and 
specialized services. Your Commission is of the 
opinion that the existing schedule of fees for 
surgical and specialized services is too high.’’ 

The Commission divided their recommendations 


into two groups; for early application and for 
ultimate application. 


Under early application: 


‘«Treatment— 

1. That at least two demonstration ‘set-ups’, 
one rural and one urban, be provided for the 
purpose of demonstrating a contributory health 
insurance scheme. 

2. That municipal districts be urged to avail 
themselves of the statutory provision whereby 


municipalities may make grants to physi- 
cians.’’ 


For ultimate adoption: 


‘*A Health Insurance Scheme’’. 

Those included: Every individual in the Province 

of Alberta who has established legal residence in 

the Province. 

Those contributing: Every income-earner in the 

Province of Alberta. 

‘*A central board, on which the various contribut- 
ing groups would have representation, should be 
established to decide matters of important 
policy. 

‘‘Payment for medical services under this plan 
would be on a services-rendered basis. 


‘*The central administrative staff would receive 
and disburse all funds collected, and would be 
subject to the control of the central Provincial 
board above mentioned.’’ 


‘*For the better developed of these (frontier 
areas) districts, we recommend the establishment 
of a State-subsidized medical officer, assisted by 
a nurse. Some of these districts might be served 
by a nursing service only. In these districts, we 
believe that a travelling clinic can give the type 
of service in minor surgery, best suited to the 
needs and resources of the district.’’ 


The Travelling Clinic. 


The Travelling Clinic was organized to meet the 
needs of those living in the more remote parts of the 
Province. The present arrangement is that a group of 
school districts request a visit from the clinic, and 
agree to provide building, beds, et cetera. A pre- 
liminary inspection of the school population is made 
by a public health nurse, who selects cases for refer- 
ence to the clinic at the time of their visit. 


The first day is given to examinations by physi- 
cians and dentists. Dental treatments are given where 
needed. A surgeon is one of the personnel, and he 
performs such operations as are required. Every op- 
portunity is taken to give health teaching. Charges 
are made according to ability to pay. 

In 1931, the Travelling Clinic operated twenty-one 
clinie centres, from June 3 to September 16, serving 
210 districts. The public health nurse inspected 4,707 
children; 3,179 were examined by the clinic physicians; 
676 operations for tonsils and adenoids, and 69 minor 
operations were performed; 1,196 children were given 
dental treatment. The staff was as follows:— 1 sur- 
geon, 1 physician, 2 dentists, and 4 nurses. 


SASKATCHEWAN 


Saskatchewan Medical Association Annual Meeting, 
February, 1933 
Reports of Committee on Amendments to the 
Manitoba Medical Act, 


and 


Committee Regarding Indigents and Rural 
Municipal Relations. 


These Committees made certain recommendations 


which were adopted after amendment. We quote from 
these:— 


‘‘That we recommend a drawing-up by the Depart- 
ment of Public Health and the Council of the 
College of Physicians and Surgeons, and the 
Executive of the Association of Rural Munici- 
palities, of a standard form to be used as a basis 
of contract between physician and rural munici- 
palities entering into agreements for a Municipal 
Doctor, including a minimum salary per town- 
s’ ‘p. 

‘‘This standard form, having been entered into by 
any Municipality and Physician shall be sub- 
mitted to the Minister of Health in the Prov- 
ince for his approval, before becoming valid.’’ 

Report of Special Committee on a System of Health 


Insurance for Saskatchewan (Adopted at An- 
nual Meeting). 


‘‘We, therefore, recommend that the Saskatchewan 
Medical Association, through a Committee, ap- 
proach the various social organizations who are, 
or may become, interested in the provision of 
adequate medical care to the people of the 
Province, at as reasonable a cost as possible, for 
the purpose of discussing with them and, if 
possible, obtaining their approval. 

““We, as a Committee, recommend Health Insur- 
ance as a basis for that study. 


‘*In submitting this, we submit what we think to 
be the cardinal principles as necessary from the 
medical point of view, culled from the various 
reports to hand, namely:— 

1. Patients should have the right to exercise 
their choice of a physician wherever two or 
more physicians are available. 

2. From the medical standpoint, the family 
physician should be the centre of any success- 
ful plan and the specialist should he secondary 
but readily at the call of the family doctor. 
This would apply also to the consultant who 
shoulda be available when called by the physi- 
cian. 

3. The physician should not be on salary, but 
should be paid by the fees agreed upon by the 
medical profession and the Health Insurance 


“Commission, and thus be paid for the work 
actually done. 


4. No ‘patch-work’ system should be adopted, 
but should cover the whole Province and give 
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service to all those with minimum incomes, 
including the rural population. 

5. The system should provide the greatest 
possible incentives for the profession to do 
post-graduate work and thus keep up with the 
current of proved knowledge. 


6. Any plan at the present time should not em- 
body the principle of financial compensation 
for time lost through illness. 

7. Definite and well-recognized precautions should 
be taken to prevent excessive costs to the 
community through hospitalization and medi- 
cal treatment of malingerers. 

8. Preventive Medicine, with all that it includes, 
should be a prominent feature of any health 
insurance scheme. 


9. The scheme should be contributory and com- 
pulsory. 


10. As members of the medical profession, we are 
particularly interested to demand that the 
existing relations between doctor and patient 
should be maintained, that the ethics of ‘pro- 
fessional secrecy’ should be respected, and 
that ‘freedom of prescribing’, with agreed 
restrictions, should be provided for. 


11. That, in arbitration of any disputed point as 
between the contracting parties, viz.: Qualifica- 
tion of practitioner, fees, duration of illness, 
et cetera, the medical profession should be 
represented by the Province of Saskatchewan 
Medical Association, either directly or through 
a regularly appointed committee.’’ 


Tuberculosis. 


On January 1, 1929, the amendment to the 
Sanatoria and Hospitals Act became effective. This 
amendment made available free treatment for tuber- 
culosis, in Saskatchewan, and provided for the operat- 
ing cost on the following basis:— 


‘‘The Government grant is one dollar per patient 
per day and the balance of the operating cost is 
to. be borne by urban and rural municipalities 
proportionately, on the basis of their equalized 
assessments. 


‘In 1929, the operating cost per patient per day 
at the sanatoria was $3.02. This included medi- 
cal, nursing, laboratory and x-ray service. By 
1932, the cost had decreased to $2.25.’’ 


Maternity Grants. 


Beginning in 1920, the Province of Saskatchewan 
granted $25 to assist expectant mothers to obtain 
medical care. This grant was discontinued in 1932, 
owing to the depletion of the provincial treasury. 


Year Number Receiving Grant Cost 

1920 18 $ 411.00 
1921 125 3,120.00 
1922 253 6,275.00 
1923 286 6,355.00 
1924 427 9,469.00 
1925 417 10,595.00 
1926 496 11,852.00 
1927 505 8,450.00 
1928 467 11,100.00 
1929 585 12,964.00 
1930 1,122 25,258.00 
1931 3,020 64,116.00 





Of the $64,116 paid out in maternity grants during 
1931, the sum of $26,465.50 was received by 1,766 doctors. 





MANITOBA 


A Joint Medical Service Committee was appointed 
by the College of Physicians and Surgeons and the 
Manitoba Medical Association in 1930, under the fol- 
lowing instructions :— 


‘‘That the purpose of the Committee be to study, 
investigate and correlate such data as are obtain- 
able in reference to possible schemes of State 
Medical Services, and to decide what plan would 
be most acceptable to the medical profession of 
the Province, and to report to the College of 
Physicians and Surgeons and the Manitoba Medi- 
cal Executive.’’ 

The findings of this Committee were:— 


1. That the system of medical provision which we 
should seek to establish is one which would give 
to all who need it every kind of treatment neces- 
sary for the care or alleviation of disease, and 
would utilize for this purpose every class of 
medical practitioner; and that a satisfactory 
system of medical service must be directed to. 
the prevention of disease no less than to the 
relief of individual sufferers; 


2. And that any method or methods which may be 
devised should be adaptable to rural and urban 
communities ; 


3. And that the medical service of the community 
must be based on the provision for every indi- 
vidual, of a general practitioner or family doctor, 
giving to all a free choice of doctor so far as 
conditions will permit; 

4, And that a consultant service and all forms of 
diagnosis and treatment should be available for 
the individual patient, normally through the 
agency of the family doctor; 

5. And that the interposition of any third party 
between the doctor and the patient, as far as 
actual medical attendance is concerned, shall be 
as limited as possible; 


6. And that as regards the control of the purely 
professional side of the service, the guarantee- 
ing of the quality of the service, and the 
discipline of the doctors taking part in it, 
responsibility should be placed on the organized 
medical profession; 

7. And that in the making of any arrangement for 
communal, subsidized or insurance medical 
service, the organized medical profession should 
be freely consulted, from the outset, on all 
professional matters, by those responsible for 
the financial and administrative control of that 
service; 


8. And that the medical benefits should be avail- 
able to the dependents of all persons connected 
thereunder; 

9. And that every effort should be made to pro- 
vide medical and nursing service facilities in 
institutions where the family doctor may treat 
those of his own patients who need such pro- 
vision and who can thus remain under his care; 

10. And that under any method of assuring and 
supplying medical services, all and every 
service rendered by the profession shall be paid 
for at reasonable rates previously agreed upon. 


The Committee did not deem it advisable to sub- 
mit any plan. ; 


ONTARIO 


The Royal Commission on Public Welfare, Ontario, 
1930. : 


‘‘The principle that ‘public’, alias non-paying pa- 
tients, in the General Hospital should be a com- 

plete charge on public funds, should, we think, be 

frankly and fully recognized and adopted.’’ 
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Ontario Medical Association. 


The Ontario Medical Association was early in 
the field to study the question of State Medicine. The 
activities of an unofficial group paved the way for 
the first round-table meeting which was held as part 
of the program of the Canadian Medical Association 
week at Hamilton in 1918. The Ontario Medical 
Association appointed, in 1920, a Committee on State 
Medicine, the name being soon changed to the Inter- 
Relations of the Medical Profession and the Public. 
The committee has reported at an open round-table 
meeting almost every year since that time. The annual 
reports of the Ontario Medical Association carry the 
reports of the committee. 

The report for the year 1930-31 (the local nucleus 
for the year was located in Hamilton) covers a review 
of the situation in this and other countries, a state- 
ment of the advantages and disadvantages of our 
present system, a discussion of budgetting in relation 
to medical costs leading to certain conclusions: 

1. The basis for the plan should be the present 

medical service; 


2. The fundamental principle of the plan should 
be the primary relation of the family and the 
family physician; 

3. The acceptance of diagnosis as the scientific 
basis of the medical service, and the elimination 
of free treatment in so far as possible, except 
as an assistance to diagnosis; 

4, The recognition of prevention as the ideal of 
the service; 


5. Development of the out-door department of the 
hospital as an organized health centre; 

6. Reduction of hospital costs to the majority of 
the people, giving the thrifty citizen the same 
assistance as the indigent; 

7. Similar reduction in surgical costs by proper 

provision for the large group now classed as 


indigent. 
At the 1933 annual meeting, the Committee dealt 
with the medical care of indigents:— ‘‘We recognize 


that in making these recommendations, we are sug- 
gesting a non-contributory form of State payment for 
medical care of indigent patients, but we maintain 
that, up to the present, this sort of arrangement has 
been in effect, the only difference being that, at 
present, the doctor has been doing the contributing 
and has received no payment in return.’’ 
Report on Questionnaire Regarding the Effect of the 
Depression on the Medical Profession, Hamilton, 
Ontario, 1933. 


1. Volume of practice in 1932 compared to 1929. 
Average, 63.5 per cent. 


2. 1929—Remunerative work, 7714 per cent; Unre- 
munerative work, 2214 per cent. 1932—Remuner- 
ative work, 50 per cent; Unremunerative work, 50 
per cent. 

3. Professional income sufficient to pay expenses 
and provide bare living expenses. Yes, 50.6 per 
cent; No, 49.4 per cent. Average deficiency, 20.5 
per cent. 

4. Estimate of percentage of population able to 
pay for medical care:— 

(a) Nothing—Average, 30-35 per cent; 
(b) Half-tariff—Average, 30-35 per cent; 
(c) Full tariff—Averacge, 30 per cent. 

5. Patients who, owing to the depression, fail to 

secure medical care early for serious illness :— 


(a) Remunerative— A few—37.5 per cent of 


members; 

(b) Remunerative— Many — 59.5 per cent of 
members; 

(c): Remunerative— No delay—3 per cent of 
members ; 
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(a) Unremunerative—A few—49.2 per cent of 


members; 

(b) Unremunerative—Many—47.8 per cent of 
members ; 

(c) Unremunerative—No delay—3 per cent of 
members ; 


6. Percentage of patients now unable to pay for 
medical care, previously belonging to the fol- 
lowing economic classes :— 


(a) Previously earning below $25 per week— 
Average 60 per cent; 


(b) Previously earning $25 to 50 per week— 
Average 30 per cent; 
(c) Previously earning over $50 per week— 
Average 10 per cent. 
QUEBEC 


The Quebec Social Insurance Commission was ap- 
pointed to consider certain subjects, including ‘‘social 
insurance:— old age insurance; unemployment insur- 
ance; sickness insurance; disability insurance; and all 
other problems of social insurance.’’ 

The Province of Quebee Medical Association ap- 
pointed a special committee to study and report on 
Health Insurance. This was done, and the report sub- 
mitted to the annual meeting, September, 1932. The 
report was referred to the constituent societies for 
consideration. 

This report advocated a system of compulsory 
Health Insurance to cover a complete service and cash 
benefits, and the right of choice of physician. Unfor- 
tunately, there was not sufficient time to enable the 
profession to arrive at a final mutually agreeable plan. 
The following memorandum was submitted to the 
Commission. 


‘‘The preliminary report of September, 1932, 
issued by the Province of Quebee Medical Asso- 
ciation, provoked much thought, discussion and 
suggestion on the part of the medical profession 
throughout the province. All district and urban 
societies, represented by delegate or by letter, 
are agreed upon the following general prin- 
ciples:— 

1. The desirability—or even necessity—of pro- 
viding ‘Health Service’ to the community of 
the province. This Health Service may be 
accomplished :— 

(a) By Health Insurance—for those able to 
pay, in whole or in part, the premium for 
such insurance. 


(6) By modification or enlargement of the 
scope of the Province of Quebec Charities 
Act, or L’Assistance Publique, whereby 
the organization in Province, County, or 
Municipality provide and pay for a Health 
Service for the indigent. 


2. The organization of this Health Service should 
preserve intact the traditional persona] rela- 
tions between doctor and patient which in the 
past have been of such benefit to the com- 
munity, namely:— 


(a) ‘Professional secrecy’, which may be de- 
fined as a confidential relationship be- 
tween patient and doctor, in which the 
patient may regard the doctor as his 
friend and adviser in any and all matters 
which may be revealed, and which binds 
the doctor to a trust. 


(b) Freedom of choice of doctor by the 
patient, as at present exists, with similar 
freedom of change of doctor for cause. 


(c) Freedom on the part of doctor of choice 
of treatment and prescription, provided 
that the British Pharmacopeia and the 
French Codex are followed. 
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‘‘It is impossible, with the information to hand, 
to get unanimity on details. 

‘¢But the medical profession are confident that 
after the Commission decide on general prin- 
ciples they will be able to assist greatly in 
arranging details. 

(a) The maximum annual revenue of the group 
to which the privilege of health insurance 
will be extended will depend upon:— 

1. The service to be rendered, and its cost. 
The medical profession feel strongly, as 
stated in the preliminary report, that this 
Health Service should be inclusive, name- 
ly:— medical attendance, hospitalization, 
nursing, drugs, et cetera, dental care and 
‘family cover’. 

. The premium required, and the proportion 
to be borne by the insured. 
In ‘annual revenue’ must be included not 
only cash (wages or salary), but revenue 
in kind. 
The Montreal Medico-Chirurgical Society 
has expressed the opinion that the bene- 
fits of Health Insurance should apply to 
the small-salaried individual, and the 
small shopkeeper, et cetera, as well as to 
the employee of organized industry. 
It may well be that the scheme at the 
outset will be restricted to organized in- 
dustry, but the inclusive principle should 
be adopted in any recommendation. 

The method of remuneration of the doctor. 
There is strong sentiment among the pro- 
fession for the adoption of the French plan 
of direct payment of the doctor by the 
patient, the patient choosing his doctor, pay- 
ing the fee agreed upon, and being reim- 
bursed by the Commission of Administration, 
according to the terms of the insurance con- 
tract. 

Not only does this plan preserve the existing 

confidential relationship between patient and 

doctor, but it permits the extension of 

Health Insurance to all classes, irrespective 

of annual revenue, with necessary modifica- 

tion of the proportion of premium to be 
exacted from the insured. 

It would also obviate the necessity of estab- 

lishing a tariff—always a matter of conten- 

tion and difficulty.’’ 


Quebec Social Insurance Commission, Seventh Report 
awd Appendices to the Reports of the Commis- 
sion, 1933. 


Recommendations. 


‘*Having considered the different aspects of the 
question, the Commission believe that it is ad- 
visable to attempt a partial solution by suggest- 
ing that here, as in Europe, the system may be 
adopted gradually. It is the opinion of the 
Commission that recourse should be had to the 
subsidized optional régime before the obligatory 
system. 


‘‘The Commission is of the opinion that a law 
should be passed . . . . with a view to author- 
izing the formation of societies, such as the 
National Society for Hospital Treatment, which 
would accept contributions from employers and 
workers and receive a grant from the State, the 
amount to be determined according to the char- 
acter of the society, i.e., county or urban. (The 
Society referred to has failed since the publica- 
tion of the report, and is now a thing of the 
past). 

‘*This régime which could be developed by careful 
publicity would, little by little, accustom the 
people to the idea of sickness insurance. 


‘‘As a result of this experience, the public 
authorities will be able to decide, after an in- 
terval of five years, whether it is advisable to 
institute obligatory insurance.’’ 


XXII.—COSTS OF MEDICAL CARE 
INCOMES OF MEDICAL PRACTITIONERS 
ONTARIO 


‘*A survey of two districts in the Province of 
Ontario, covering about five hundred physicians, 
has been made. These districts comprise about 
eight counties and include a number of smaller 
cities. 

‘‘The average gross income, over a period of five 
years before 1930, was $6,262.78. 

‘The average cost of carrying on a practice was 
$2,924.46. 

‘*The average amount of work done in a year for 
which no charge was made: $814.82. 

‘‘The average amount of work done and charged 
which could not be collected was $1,246.57. 

‘*The average cost per family for individual care: 
$45.29. ?? 


ALBERTA 


‘*Some years ago, a survey was made of the 
Province of Alberta, when it was calculated that 
the average amount of free work done by all 
amounted to approximately $2,000.’’ 


MANITOBA 
MEDICAL SERVICE COMMITTEE, 1930 


Winnipeg 
General 


$6,523 


1,774 
770 


Winnipeg 
Special 


$11,368 
1,829 
3,672 


Rural Total 


Private Practice $5,010 
Free Service .. 1,367 
Hospital Service 264 
Average Gross 
Income 
Expenses of 
Practice 
Net Income ... 


6,641 9,067 16,869 
1,610 


5,031 


2,080 
6,987 


3,332 
13,537 


BRITISH COLUMBIA 


REPORT FrRoM A GROUP OF 66 DocToRS IN VANCOUVER 
AND SUBURBS, 1923. 
Gross Income Number 


Percentage Average 


3 $ 1,100 
9 2,600 
9 3,500 

34 5,200 

24 7,400 

15 9,000 
6 18,100 


Costs oF MEDICAL SERVICE 
MANITOBA 
MEDICAL SERVICE COMMITTEE, 1930 


Service 


Private Practice 
“Free Service 


Per caput 


Physicians’ total 
General hospitalization 
Nursing Services 


Per caput per year 


(Medicines and dental care not included) 
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‘*On a basis of a family of five, our figures for 
private and institutional care show a cost of 
$59.75 per rural family and $93.90 per Greater 
Winnipeg family.’’ (Includes $11.90 for mental 
hospitals and homes for incurables). 

COSTS OF PROPOSED PLANS FOR HEALTH INSURANCE 


British Columbia Royal Commission 
Plan A—employees only (maternity excluded) 


156,380 employees with average morbidity of 
7.18 days per year 


Per caput 
Total cost cost 
1,122,808 days at 84.47 for hospital... $948,435 $6.06 
1,122,808 days at 68.88 for doctors.. 750,934 4.80 
1,122,808 days at 13.73 for 
pharmaceutical supplies ....... 154,161 97 
$1,853,530 $11.83 
10 per cent for administration 
2 per cent for reserve............ 222,423 1.42 
$2,075,953 $13.25 
$1.10 per month per employee 
Plan B. 


Employees only, including maternity benefit of $25 
to insured or wife of insured—$1.24 per month per 
employee. 


Plan C. 


Employees and dependents, including maternity 
benefit of $25—$2.72 per month per caput. 


Plan D. 


Employees and dependents, including maternity costs 
but no cash maternity benefit—$2.83 per month per 
caput. 


Plan E. 


Employees and dependents, including maternity costs 
and cash benefit of $1.00 per day for time lost—$3.48 
per month per caput. 


N.B.—Above plans do not include dental benefit 
or nursing care in the home. 


Alberta Commission. 


On page 36 of the Final Report, the following 
statement appears :— 


Plan A—includes all the people of Alberta. 


731,605, with average morbidity of 7.35 days 
per caput = 5,377,296 days. 


Per caput 

Total cost cost 
5,377,296 days at 66.83 for hospitals $3,593,647 $4.91 
5,377,296 days at 59.01 for doctors. 3,173,142 4.34 
5,377,296 days at 13.57 for drugs.. 729,699 99 
5,377,296 days at 27.88 for dentists. 1,499,190 2.05 
FRO GS 6. ccckssiiwiwinies 475,800 65 
$9,471,478 $12.94 

10 per cent for administration... . 947,147 

2 per cent for contingency 

SUETE ..xviaknwrewnsaceedass 189,429 1.56 


$10,608,054 $14.50 


Per caput cost, $14.50 per year, or $1.21 per month. 
Nursing costs (outside of hospitals) not included. 


The bases of these estimates are set forth in the 
report as follows:— 


Morbidity rates are based on the experience of the 
Geneva studies (League of Nations) and the rates 
used by insurance companies operating on this con- 
tinent. 


Hospital costs were determined by dividing the total 
days morbidity into the total hospital costs of the 
province (exclusive of provincial institutions). 


Medical costs represent what was considered a fair 
average annual gross income for the medical prac- 
titioner, divided by the total days’ morbidity. 

The dental costs were estimated in the same way 


Plun B—for employees only, exclusive of maternity, 
shows a cost of $13.17 per caput per year. 


SASKATCHEWAN 


Report “Of Special Committee on a System of Health 
Insurance, Province of Saskatchewan Medical 
Association. 


‘‘In synopsizing the above data, we note that in 
small groups, the price per family would range 
in the neighbourhood of $30; that as we increase 
the number of families, the cost would decrease, 
and when we consider the feature pertaining to 
municipalities, as is evidenced previously, the 
price of the hospitalization would be similar to 
the price of medical attention, so that if we were 
to take the price of hospitalization, divided by the 
number of municipalities, it would give an estimate 
which might show that where the municipalities 
are now paying $4,500 to $5,000 they might be 
paying less. 

‘¢Again, figuring on the hospital price which we 
have submitted, and figuring 560 doctors at 
$5,000 each, we would have $2,800,000 which is 
practically the same as hospitalization and would 
show a per capita rate, in all, of $6.14, so that 
submitting $30 per family were to cover the whole 
province, it would cover the whole health expendi- 
ture for all medical services.’’ 


PART THREE 


THE CANADIAN MEDICAL ASSOCIA- 
TION’S PLAN FOR STATE HEALTH 
INSURANCE IN CANADA 


XXITI.—GENERAL CONSIDERATIONS 


Having pursued a study of the provisions of medi- 
cal care in Canada, and with information at our disposal 
as to conditions prevailing in other countries, we now 
come to consider what might be done to bring about an 
improvement in the medical care received by the Can- 
adian people. 

The ultimate purpose of any plan for improvement 
is to make available for every Canadian the full benefits 
of curative and preventive medicine, irrespective of in- 
dividual ability to pay, and, at the same time, to assure 
to the practitioners of medicine and others associated 
in the provision of medical care, a reasonable remunera- 
tion for their services. 

Those who believe that the present method of pro- 
viding medical care is adequate, or who hold the opinion 
that, with mimor changes, it could be made adequate, 
will not be in favour of any fundamental changes. 

Those who believe otherwise will agree that some 
definite change is required. This might be effected by:— 

(a) Medical service for certain groups, supported 

by contributions from those eligible to receive 
care, namely, health insurance; 

(b) Definite assumption by the State of full re- 

sponsibility for the medical care of indigents; 








(c) Development of public health services to pro- 
vide curative medical services for a large part 
of the population ; 

(d) State medical service for all, supported by gen- 
eral taxation. 


It does not follow necessarily that any contemplated 
change must be completed at its inception. There are 
good reasons for progressing slowly, in order to gain 
the untold benefits of experience in developing the com- 
plete plan. 


Dissatisfaction with the present method of provid- 
ing medical care is economic, because of the following :— 

(a) The expense is unwillingly incurred ; 

(b) There is no set fee for a particular medical 

service; 

(c) The burden of costs is unevenly distributed ; 

(d) It is impossible to budget for iliness because 
it is unpredictable as to time of occurrence, 
severity and costs; 
The vast majority of wage-earners have no 
financial resources beyond their weekly earn- 
ings; the bulk of the population are wage- 
earners. Wealth is unevenly distributed. 
Medical care, if properly given in the light of 
present-day knowledge, is beyond the reach of 
those of moderate means. 


(e) 


(f) 


As the problem is essentially an economic one, at- 
tention is directed to the experience of those nations 
which have sought a solution of their similar problems 
through some form of health or sickness insurance. 


The principle of health insurance is to shift the 
economic burden from the individual to the group. The 
insured contribute regularly to a fund out of which 
doctors’ bills and other benefits are paid. 


The Executive Committee of the Canadian Medical 
Association requested the Committee on Economics to 
prepare a Plan whereby the health insurance principle 
might be used in Canada to secure a better system of 
medical care for the Canadian people. 


The Committee on Economics do not consider them- 
selves competent to deal with all aspects of health 
insurance. The Plan submitted is primarily concerned 
with the medical services to be provided under a Plan 
of State Health Insurance. Consideration is given to 
organization, costs, et cetera, but, in these matters, the 
Committee on Economics does not wish to be thought of 
as doing anything more than offering suggestions, based 
upon a thorough study of the subject. With regard to 
medical services, the Committee feels that it is both the 
right and the responsibility of the Canadian Medical 
Association to speak with authority. 


In matters of business arrangements for State 
Health Insurance, the lay power is supreme. The re- 
lationship is visualized as being similar to that which 
exists between the Board of Governors (lay) and the 
Medical Board (professional) of a hospital, which re- 
lationship, notwithstanding all its difficulties and prob- 
lems, works very well. There is no better system to 
suggest unless a dictatorship is preferable. 


The organized medical profession should accept 
their obvious responsibility to give leadership in the 
professional aspects of medical services. The organized 
medical profession has the right to expect that they 
will be consulted by any government considering health 
insurance or other similar legislation affecting the pro- 
vision of medical care. That the medical profession 
should be consulted is in the public interest, because the 
public and the medical profession are mutually and 
equally interested in securing and maintaining a high 
standard of medical service. It is the public who would 
suffer from any lowering in the standards of medical 
care. 

The medical profession holds a strategic position, 
because they have a monopoly of the knowledge con- 
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cerning the main field of service which it is the aim 
of health insurance to provide. 

The Plan suggested is named State Health Insur- 
ance, as that name seems to describe it best. The Plan 
is not devised to meet an emergency situation, but 
rather to serve a stabilized economic condition in the 
future. 

In this country, with the great differences which 
exist between industrial areas and sparsely-populated 
rural areas, it is obvious that it would be futile to 
outline a Plan which would be, in detail, adaptable to 
all areas. It should, however, be possible, and that is 
what has been attempted, to state general principles, 
leaving details of organization to those best acquainted 
with local conditions. 

A Plan, just as well as an individual, can com- 
mand respect if it is deserving of respect. The Plan 
is not the end, but a means to attain an end, and it is 
of importance only to the extent to which it achieves 
this purpose. 


XXIV.—ADMINISTRATION 


There would be many obvious advantages in a na- 
tional plan. However, the Canadian situation is such 
that social insurance legislation, of which health insur- 
ance is a part, must be initiated by the provinces, The 
Dominion is free to make grants of money to the 
provinces adopting such legislation. This has been done 
in the matter of Old Age Pensions. 

If one province were to undertake health insurance, 
and presuming that the industries in that province were 
required to contribute to the insurance fund established, 
it would follow that these industries would be handi- 
capped in their competition with industries in other 
provinces which were not required to make contributions 
to a health insurance fund. Such a condition might 
lead to a migration of workers to those provinces where 
health insurance was in effect. These are but two con- 
siderations which illustrate the desirability of a Do- 
minion-wide plan. 

The Dominion could exercise considerable influence, 
if making such a grant, to secure the inclusion of the 
same desirable principles in all provincial legislation. 
The Dominion, if contributing, would give supervision 
through the Department of National Health. Practi- 
eaily, health insurance in Canada will be provincial in 
legislation, organization and administration. 


A fair criticism of health insurance, as previously 
established, is that it has not been preventive in practice, 
and but little in outlook. The organized preventive and 
curative medical services should be fully co-ordinated 
and, for this reason alone, it appears essential that 
administrative responsibility for health insurance should 
be placed with the departments of public health. 


There are many arguments in favour of having 
health insurance administered provincially by a Com- 
mission or Board, comparable to the present Workmen’s 
Compensation Boards. Where this plan is favoured, a 
provincial Commission or Board would be established to 
administer health insurance. Workmen’s compensation 
and public health might be placed under the same Com- 
mission or Board, but, in any case, the provincial health 
department should be the department used to provide 
the administrative machinery for health insurance, in 
order to link the organized curative and preventive 
medical services of the province. 


In most provinces the provincial department of 
public health is at present responsible for the super- 
vision or administration of institutions for medical care, 
whether these are supported in whole or in part out of 
public funds. This would provide a desirable link with 
the health insurance service. 


Most, if not all provinces, have lacked a co-ordinated 
plan for hospital construction. The provinces should 
exercise, through their departments of public health, 
control in this matter, just as is now being done with 
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regard to the installation of water purification and 
sewerage disposal plants. 

State Health Insurance would be organized as a 
division in the provincial department of public health. 
A Central Health Insurance Board would be appointed, 
representative of all interested parties, to act as an 
advisory board. 

The provinces would be divided into local health 
insurance areas for purposes of health insurance admin- 
istration. The local areas would be based upon one 
or upon a combination of several existing political ad- 
ministrative areas. The present county or rural health 
unit areas would appear to be desirable units for health 
insurance administration, and the two should be made 
to coincide. 

The local department of public health (urban 
municipality or rural health unit) would be the admin- 
istrative body for health insurance for the local area. 
The municipal or county council would appoint a Local 
Health Insurance Board, representative of all interested 
parties, to act as an advisory board in matters relating 
to health insurance. 

It is of fundamental importance that the contro] 
of the professional side of the medical service should 
be placed in the hands of the organized medical profes- 
sion. The Plan is to make the medical profession re- 
sponsible for the quality of the medical service and 
for the discipline of their own members, as far as is 
practical. 

Under the Plan would be appointed by the Pro- 
vineial Medical Association, a Central Medical Services 
Committee, and by the medical association of each area, 
a Local Medical Services Committee to consider and 
advise on all matters related to the medical benefit, 
complaints as to medical service, et cetera. 

If the Plan is to run smoothly and efficiently, the 
medical practitioners must find their conditions of ser- 
vice reasonably satisfactory. Experience has shown that 
this is best attained by giving responsibility to those 
who provide the service. 

The supervision which would be required, the 
referee work which would naturally arise, should be 
provided by medical practitioners, as ‘‘regional of- 
ficers’’ (later, one qualification for appointment should 
be experience in health insurance practice) on the staff 
of the provincial department of public health. 

Medical practitioners are comparatively seldom given 
an opportunity to use their skill in keeping people well. 
Health supervision on an individual basis should be more 
effective than a health clinic service. The health clinic 
is not practical outside of the larger centres of popula- 
tion. The periodic health supervision of children and 
adults, together with pre-natal care, would be a part of 
the medical service given to individuals, under the Plan, 
by the general practitioner. 

It is not enough to render lip service to the idea 
of prevention, and then leave it all to the public health 
worker. State Health Insurance must mean the sys- 
tematic practice of preventive medicine by the health 
insurance medical practitioners, and assurance, in some 
manner, of periodic health examinations. 

It is impossible to provide an adequate medical 
service without properly-organized departments of public 
health, which are lacking in many parts of Canada. 
The Province of Quebec recently passed a law which 
gives to the Province the right to order the establish- 
ment and maintenance of rural health units, and re- 
quiring the local areas to tax themselves for the main- 
tenance of the units. 

The Plan does not contemplate any disturbance of 
arrangements now generally accepted for providing cer- 
tain medical services and institutional care through 
public health or other official departments. Experience 
has shown that certain diagnostic and treatment services 
ean best be provided on a clinic basis. 

It is desirable to encourage industries to establish 
and maintain health services. The Plan would be directly 
interested in such industrial health services because of 


the preventive aspects of such services when properly 
conducted. Consideration should be given to the prac- 
ticability of subsidizing industrial health services which 
conform to a given standard in preventive services, out 
of the health insurance fund. 


The Plan defines the field of public health services 
as follows (presuming state health insurance medical 
services are provided) :— 


(a) Vital Statistics; 
(b) Communicable Disease Control— 
1. Tuberculosis control—diagnosis, consultation, 
treatment ; 


2. Venereal Disease control — diagnosis, con- 
sultation, treatment. 


(c) Cancer Control—diagnosis, consultation, treat- 
ment ; 
(d) 


Mental Hygiene Clinics—diagnosis, consulta- 
tion, treatment; 

(e) School Health Service; 

(f) Industrial Hygiene; 

(g) Milk and Food Control; 

(h) Public Health Laboratory Service; 

(1) Biological Products; 

(j) Public Health Engineering; 


(kK) Sanitation and Housing; 
(1) Public Health Education. 


NOTES: Tuberculosis, Venereal Disease and Menta) 
Hygiene require the active participation of the public 
health nurse, working in and from the clinic to inter- 
pret environmental conditions to the physician, and to 
see that his instructions are carried out in the home. 
Clinics in these fields are regarded as essential in the 
program for prevention and control. 

Perhaps the major activity of the department of 
public health would be the education of the public, 
leaving to the medical practitioner the responsibility 
for the health supervision of the individual, including 
smallpox vaccination, diphtheria immunization and peri- 
odie health examinations. He would, at the same time, 
stress the importance of health supervision for the pre- 
school child. 

School health services must be maintained as such, 
because the educational authority is responsible for pro- 
tecting the health of children brought together under 
a compulsory school attendance act. They provide also 
an opportunity to deal with an organized group, and to 
maintain a check on the service received by these children 
before they reached school age. 

It is worthy of note that the encroachments of 
publie health which have been resented by medical prac- 
titioners have been into fields left unoccupied until the 
way was shown by the public health services. 

The Plan supports the principle of a State Insur- 
ance Fund with the elimination of other insurance 
carriers. In no other way does it seem possible to avoid 
the conflicts between the insurance carrier and the 
medical profession, which have had such unfortunate 
results in many countries. 

It is believed that two great assets in the British 
scheme are the local medical committees and the regional 
officers, while a great handicap is the insurance society 
which is primarily interested in protecting its funds 
through reducing the costs of medical care without 
regard to the quality of care provided. 

The insurance fund should be provincial with no 
advantages to one area or to any group through ir- 
regularities or preferences in rates of benefits. 


Principles. 


1. That, in the provinces where state health insur- 
ance is established, it be administered by the 
departments of public health (whether or not 
under a Commission), in order to co-ordinate the 
organized preventive and curative medical services. 
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2. That a Central Health Insurance Board and 
Local Insurance Boards be appointed, representa- 
tive of all interested, to advise the responsible 
administrative authority. 


3. That the professional side of health insurance 
medical service be the responsibility of the organ- 
ized medical profession through the appointment, 
by the medical societies, of a Central Medical 
Services Committee and Local Medical Services 
Committees to consider and advise on all ques- 
tions affecting the administration of the medical 
benefit. 


4. That local areas for health insurance administra- 
tion correspond to urban municipalities and rural 
health unit areas. 


5. That the whole province be served by adequate 
departments of public health, organized on the 
basis of individual health supervision by the 
health insurance general practitioner. 


6. That there be a State Health Insurance Fund, 
provincially controlled, and that ‘‘regional of- 
ficers’’, to act as supervisors and referees, be 
appointed, paid and controlled by the provincial 
department of public health. 


XXV.—PERSONS INCLUDED IN THE PLAN 


The medical care of the indigent is a responsibility 
of the State. There is no reason why the medical pro- 
fession should alone bear the burden of providing one 
of the necessities of life—medical care—for the pro- 
vision of which the State is responsible. 


All the arguments advanced in favour of the in- 
sured having freedom of choice of doctor, and so forth, 
as being essential to good medical care, are equally 
valid for the indigent. 

it is most undesirable to build up two organized 
medical services, the one for the insured, the other for 
the indigent. The Plan is to have one organized medi- 
eal service for the insured and the indigent, the State 
paying the insurance premium of the indigent, and thus 
discharging an obligation, long overdue, to provide the 
indigent with medical care at the expense of the public 
as a whole. 


The need for health insurance grows out of the 
inability of the individual or family to make economic 
provision for medical care. 


The difficulty of setting an arbitrary amount as 
the income level above which no one is eligible to par- 
ticipate in the Plan grows out of the fact that the Plan 
is to provide a complete medical service. The income 
level must be relatively high so as to include those 
who could pay for a general practitioner service, but 
not for specialist or hospital services. It is against the 
severe or prolonged illness that a large number of indi- 
viduals and families need protection. 


The Committee on Economics realizes that income in 
kind, size of family, et cetera, are factors which have 
to be considered. Practically, a definite figure would 
likely have to be set, and the Plan suggests $2,500 for 
a person with dependents, and $1,200 for one without 
dependents. 


Unless a plan is compulsory, it defeats the insur- 
ance principle of spreading the risk over the entire 
group. It is unfair to those who do insure to be called 
upon to share in the cost of caring for the irresponsible 
prodigal non-insured. 


Since the object is to make medical care available 
to all, it follows that the dependents of the insured must 
be included in the medical benefit. 

Hospital costs are a major factor in the economic 
problem of medical care, for those above the income 
level suggested. If, through group action, hospital costs 
could be spread, most of the group could take care of 
their other medical costs. 


It is stated, by competent authorities, that for an 
annual premium of from $6.00 to $12.00, a benefit of 
21 days’ hospital costs can be provided. This period is 
sufficient for about 90 per cent of cases. The hospital 
benefit means private-room rates, and does not include 
medical care, special nursing, or extras. 

Whether or not hospital care insurance should in- 
clude surgeons’ and other medical and nursing fees is 
a matter for consideration, There are obvious advan- 
tages in having the benefit take care of as much of 
the unusual and heavy costs as possible. The Canadian 
Medical Association has recently set up a special com- 
mittee to study Group Hospitalization, and so provision 
has been made by the Association for a study which 
will lead to a report, to permit the Association to go 
on record as either approving or disapproving of the 
principle, and to endorse what should be included in the 
benefits provided. 

In any event, it is not intended to make the hos- 
pital a medical centre with full-time medical staffs, but 
an institution to provide hospital facilities for the use 
of the general medical profession in the proper care of 
their patients. 


Principles. 


7. That medical care for indigents be provided under 
the Plan, the State to pay the premiums for the 
indigent, who then receive medical care under 
exactly the same conditions as the insured person. 


8. That the Plan be compulsory for persons, with 
dependents, having an income of less than $2,500 
per annum; and for persons, without dependents, 
having an income of $1,200 and less per annum. 


9. That the dependents of insured persons be 
eligible for the medical benefit. 


10. That there be offered, on a voluntary basis, to 
those with incomes above the Health Insurance 
level, Hospital Care Insurance, and that this be 
administered as part of the State Health Insur- 
ance Plan. 


XXVI.—BENEFITS 


It is most desirable to limit the benefits to one, 
namely, medical care, which it is the purpose of the 
Plan to make available to all. 

It is true that the loss of income arising out of the 
illness of the bread-winner is a serious complicating 
factor. It is thought that unemployment insurance 
should cover unemployment arising out of illness in 
the same manner as it would insure against unemploy- 
ment due to other causes. 

The cash benefit is the cause of most of the diffi- 
culties associated with health insurance. It brings in 
the question of certification, it drains the fund finan- 
cially, and, all told, makes administration and finance 
unduly difficult. 

Certification for cash benefit, whether it be paid 
from health or unemployment insurance, is a problem 
which, in other countries, has been difficult of solution. 
The person best qualified to issue a certificate of illness 
is the doctor in charge of the case, but as he is actuated 
by a desire not to offend his patient, the ‘‘ regional 
officer’’ would include in his duties the systematic super- 
vision of certification, if such be required. 

Medical Benefit. 

It is desirable to emphasize, through reiteration, 
that mass methods are not applicable to medical care, 
because medical care is the care given to an individual 
who is sick, and as neither individuals nor illnesses are 
ever exactly alike, they cannot be treated by mass or 
routine procedures. 

The general practitioner can give adequate and 
satisfactory medical care to upwards of 80 per cent of 
all those requiring it. It follows that the Plan for 
medical benefit is based upon making available the 
services of a general practitioner to all. It would be 
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the general practitioner who would provide regular health 
supervision for those being cared for under the Plan. 

It is altogether likely that the old-time family 
doctor has passed, and that he will be replaced by a 
general practitioner. This may appear to be a quibble 
in terms, but it implies a change in the type of service. 
The passing of the family doctor is due, in some 
measure, to advances in medicine beyond the acquire- 
ment of personal skills. 

Specialism has modified medical practice. Partially 
or wholly, temporarily or permanently, some branch of 
modern medicine is restricted to the specialist, and the 
general practitioner finds himself consulting specialists 
more frequently in the interests of his patients. 

It is in the public interest to develop a high quality 
of general practitioner service. The best of the old 
relationship can be preserved by allowing for the free 
choice of doctor. Freedom of choice is essential if the 
patient is to have that confidence in his doctor which 
is such a valuable element in medical treatment. Free 
choice means competitive practice, which, as it tends to 
maintain standards of service, is most desirable, within 
limitations. 

In order that freedom of choice may be a reality, 
the Plan is that every qualified, licensed medical practi- 
tioner be eligible to practise under the Plan. 

Under the Plan, a large part of the practice of 
medicine would be organized under State supervision. 
Consideration should be given to the number of medical 
practitioners required to provide the medical services. 
It seems reasonable that some control should be exercised 
over the numbers of students admitted to medical schools. 

To a considerable extent, the cost of medical educa- 
tion is borne by the State or by private philanthropy. 
It is a waste of money and of human lives to train 
men and women for a service which cannot absorb them. 

It should not be assumed that there are too many 
medical practitioners. When the economic barrier is 
removed through the Plan, and when general practi- 
tioners engage in the practice of preventive medicine 
under the Plan, the numbers required will be found to 
be much greater than has been considered adequate in 
the past. 

To emphasize the rightful and important place of 
the general practitioner is not to minimize the value 
of the medical specialist and consultant. The general 
practitioner will call for the services of specialist and 
consultant to assist in problems of diagnosis and treat- 
ment, and, in certain cases, to provide the therapy 
required. 

The individual lay person is not competent to decide 
when specialist services are required, or where such 
service can best be found. It is wasteful of time and 
money, and it is not conducive to the best service to 
make use of specialist services when the general practi- 
tioner could give the medical care required. 

If the general practitioner is to secure the best 
eare for his patient, no economic barrier must be im- 
posed to prevent his patient from having specialist and 
other service, when, in the opinion of the general prac- 
titioner, care of this type is indicated. 

It follows that there must be some system whereby 
specialists and consultants are to be designated. It 
is most desirable to have a uniform procedure for all of 
Canada. Whatever may be done by the provinces tem- 
porarily, the Plan is to have Fellowship in The Royal 
College of Physicians and Surgeons of Canada accepted 
by all provinces as the qualification for a specialist. 

A consultant need not be a specialist. He may be 
a general practitioner who has attained the standing of 
consultant through recognition by his fellow-practitioners. 

The relationship of oral conditions to the general 
health is well recognized. It would be futile to attempt 
to supervise and maintain health, or treat disease ade- 
quately without having available a dental service. 

In the care of the sick, nursing service is often an 
essential part of treatment. Nursing care in the home 
is now provided by private-duty nurses, or by visiting- 


nurse organizations. The latter give their service on 
a visit basis, which is a satisfactory and economical 
method of providing most of the home bedside nursing 
care needed. The Plan is that those requiring full-time 
nursing care should be admitted to hospital, and that 
nursing care in the home be limited to a visiting-nurse 
service, including maternity service, provided preferably 
by a local branch of the Victorian Order of Nurses 
for Canada, a national visiting-nurse organization, with 
local branches so located that they now offer their 
services to one-third of the population of Canada. 

When the services of a pharmacist are available, 
they should be used. In certain places, the medical 
practitioners will have to do their own dispensing. 

Additional auxiliary service should be available, 
upon request of the medical practitioners. Practically, 
these should be almost limited to hospitals. It would 
not be possible to provide these services to a scattered 
population in their own homes. 

Institutional care should be provided upon requisi- 
tion of the medical practitioners. No change in hos- 
pital management is contemplated. The hospital, whether 
municipal or private, would be paid, at certain rates, 
for the hospital care of the insured. 

In order to make hospital care available, county 
or rural municipal hospitals, providing a limited service, 
will be required. Larger hospitals, providing a more 
complete service, would be placed throughout the prov- 
ince, and to these, patients could be cleared from the 
smaller hospitals. One or more central general hospitals, 
providing a complete service, would serve the whole 
province. Hospital construction would be planned, ac- 
cording to needs, and special hospitals would be built 
as a need for these became evident. The Plan does 
not contemplate that the Insurance Fund would assume 
any responsibility for hospital construction; it would 
provide only for the hospital maintenance of the insured. 

The general practitioner should be able to follow 
his patient into hospital. The only practical system for 
the central hospitals, which are used for teaching, is 
the closed staff. 


Principles. 


11. That the only benefit under the Plan be the 
medical benefit ; 


12. That the medical benefit be organized as follows: 


(a) Every qualified licensed practitioner to be 
eligible to practise under the Plan; 


(b) The insured person to have freedom of 
choice of general practitioner ; 


(c) The medical service to be based upon mak- 
ing available to all a general practitioner 
service for health supervision and the treat- 
ment of disease; 


Additional services to be secured normally 

through the general practitioner— 

(1) Specialist and consultant medical service 
(only those so designated to be eligible 
to practise as specialist and consultant) ; 

(2) Visiting-nurse service in the home; 

(3) Hospital care; 

(4) Auxiliary services—usually in hospital; 

(5) Pharmaceutical service. 

(e) Dental service, arranged direct with dentist 

or upon reference. 


(d 


— 


XXVII—CONTRIBUTIONS TO THE 
INSURANCE FUND 
Contributions to the Insurance Fund are secured 
from the insured in one of the following ways:— 
(a) Deduction from wages (wage tax) ; 
(b) Tax: 
(1) on land; 
(2) per caput. 
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There are strong arguments in favour of the pay- 
ment of the contribution or premiums in such a manner 
that the insured realizes that he is paying for a service. 
ae encourages thrift and sense of personal responsi- 

ility. 

The worker on salary or wage can make a regular 
contribution by having his premium deducted from his 
wages each pay day. 

In rural areas, a tax on land for land-owners ap- 
pears to be the most practical method. For urban 
employers below the income level, and for non-land- 
owners in rural areas, a per caput tax is the most 
feasible method. 

The Committee on Economics is not directly con- 
cerned as to the method used to collect premiums, It 
is necessary that the costs be spread widely if the 
Plan is to work. It appears reasonable that, under our 
present social system, those with higher wages should 
make a proportionately higher contribution. If the tax 
on wages were fixed at a given percentage, this would 
be accomplished. 

« At present, the individual pays for education and 
other services through taxation, based, presumably, on 
his capacity to pay. There is no difference in the 
service rendered because contributions have varied, nor 
is there any suggestion of charity. The same principle 
should ‘apply to State Health Insurance. 

It is reasonable for the employer to contribute to 
the Insurance Fund, as he has a direct interest in the 
physical and mental health of his employees, their effi- 
ciency being influenced by their health. 

The State is interested in the health of the people, 
and just as the State makes contributions to education 
out of general taxes, so might the State logically con- 
tribute to the Insurance Fund out of general taxes. 

In general, the insured should make the largest 
and the State the smallest contribution to the Insurance 
fund. 


Principle. 


13. That the Insurance Fund should receive contribu- 
tions from the insured, the employers of the 
insured, and the State. 


XXVIII.—COSTS 


The Committee on the Costs of Medical Care stated 
that all needed care, including services of physicians and 
dentists, hospitalization, drugs, eyeglasses, et cetera, 
could be provided to groups of the population at a cost 
of from $20.00 to $40.00 per caput per annum. 

British Columbia (Plan D) estimate, for doctors, 
hospitals and drugs, the cost to be $33.91 per caput per 
annum. 

Alberta (Plan A) estimate, for hospitals, doctors, 
drugs, dentists, and preventive care, the cost at $14.50 
per caput per annum. (Costs of nursing care at home 
not included). 

The British Columbia plan is for employees and 
their dependents, while that of Alberta is for all the 
people of that province. Alberta estimates its hos- 
pital costs very much lower and its medical costs defi- 
nitely lower than does British Columbia. 


It is unsound to base future costs upon what is 
now being expended on medical care. Under the present 
system many go without care, or receive inadequate 
eare, and there is but little preventive service given by 
the general practitioners. There is no doubt that the 
public need more service than they now receive. 


Despite what may be said as to the need for a 
complete service, it is not to be forgotten that it is 


the public who, as the consumers, have to decide what . 


they are prepared to pay for. It is not the responsi- 
bility of the medical profession to attempt to force 
upon the public a service for which the people are 
unwilling to pay, nor is it the responsibility of the 


medical profession to provide service which the public 
are able, but unwilling, to pay for. However, the 
medical profession should not, by opposing the Plan, 
seek to deprive the public of medical service for which 


the public are willing to pay through State Health 
Insurance. 


XXIX.—PAYMENT OF MEDICAL 
PRACTITIONERS 


Medical service must be adequately paid for, other- 
wise the service inevitably is scamped. The general 
principle of payment on the basis of service rendered 
receives universal support. In those areas where there 
is not a sufficient population to maintain even one general 
practitioner, it is apparent that it will be necessary to 
guarantee to the medical practitioner who locates in 
such an area, a certain income. This amounts to a 
salary paid on a contract basis. In order to protect the 
medical practitioner and the public in such cases the 
contract should be made and approved through the 
provincial department of public health, which depart- 
ment will be responsible, under the Plan, for the quality 
of service rendered. In the areas juct referred to, free 
choice of doctor cannot be practised, because only one 
doctor is available. The salary-contract type of practice 
should be limited to these areas. In other localities, the 
practice of medicine should continue much as it is today, 
with free choice of doctor, the only real difference being 
that under the Plan the doctor will be paid by the 
Insurance Fund instead of by the individual. 

The Insurance Fund will be a central fund collected 
from all over the province. Those areas with a small 
population will have to be allocated sufficient to main- 
tain a doctor in their area. This is part of the Plan 
to spread the costs of medical care over the province. 
The Insurance Fund would be divided presumably upon 
the basis of anticipated expenditures for the various 
items of the medical benefit. This means that a certain 
sum will be available to pay the medical practitioners. 

In reasonably large groups, the morbidity rates 
are fairly uniform, so that the amounts to be allocated 
for medical practitioners’ services in the different local 
areas could be fairly approximated on the basis of 
equalized morbidity rates. If special allowances are to 
be made to medical practitioners for transportation and 
other special costs in rural areas these must be provided 
for, but after all deductions, there is a sum of money 
for the payment of medical practitioners in each area. 


There does not appear to be any reason why a uni- 
form system of payment should be advocated. It seems 
much more reasonable to allow the medical practitioners 
of each area to choose which system they desire to use. 
There is a sum for distribution; the method used will 
neither decrease nor increase it, otherwise the fund would 
not be solvent. 

The Central Medical Services Committee of the 
province will be responsible to decide for the province 
the relationship which is to exist between specialist and 
general practitioner fees, and between medical and 
surgical fees. Obviously, this must be determined on 
a provincial rather than on a local basis, because in 
many cases the patient will leave the local area for 
specialist, surgical and hospital care. 

Arguments are advanced in favour of requiring 
some payment by the insured for each illness, to pre- 
vent abuse of the medical benefit. This is: not viewed 
sympathetically, because the main objective is to remove 
any economic barrier which now keeps doctor and 
patient apart. It is suggested that the so-called 


‘‘neurasthenic’’ requires treatment just as much as 
does the physically-ill patient, and if such cases are 
beyond the capacity of the general practitioner they 
should be referred to the psychiatrist for care. 


The suggestion that the insured should pay some 
part of the cost of medicines is viewed with favour, 
as this might discourage the unnecessary use of medi- 
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cines, and bring the patient to accept hygienic advice 
rather than to seek health in a bottle of medicine. In 
the case of indigents the entire cost of medicines would, 
of necessity, be paid out of the Insurance Fund. 

It appears reasonable that a health examination 
should be a requirement, within a given period, after 
an insured person has selected his general practitioner. 


Principles. 


14. That the medical practitioners of each local area 
be remunerated according to the method of pay- 
ment which they select. 


15 That the Central Medical Services Committee 
decide the relationship between specialist and 
general practitioner fees, and between medical 
and surgical fees. 

16. That contract-salary service be limited to areas 
with a population insufficient to maintain a gen- 
eral practitioner in the area without additional 
support from the Insurance Fund. 

17. That no economic barrier be imposed between 
doctor and patient, but that the insured be 
required to pay a part of the cost of medicines. 


XXX.—GENERAL OUTLINE OF PLAN FOR STATE 
HEALTH INSURANCE IN CANADA 


Purpose. 


The ultimate purpose of any plan is to make avail- 
able for every Canadian the full benefits of curative 
and preventive medicine, irrespective of individual 
ability to pay, and, at the same time, to assure the 
practitioners of medicine and others associated in the 
provision of medical care a reasonable remuneration 
for their services. 


I. Administration. 
1, Central: Provincial Department of Public Health: 
(a) Central Health Insurance Board; advisory. 
(b) Central Medical Services Committee; ad- 
visory. 
(c) Regional Officers; supervisors and referees. 
2. Local: Local Department of Public Health: 
(a) Local Health Insurance Board; advisory. 
(b) Local Medical Services Committee; advisory. 


NOTE:—Such other similar central or local committees 
as may be deemed necessary to represent other 
bodies rendering service under the medical 
benefit. 


IT. Persons included in the Plan. 


1. Compulsory and Contributory: 


(a) Persons, with dependents, having an annual 
income of less than $2,500; 


(b) Persons, without dependents, having an an- 
nual income of $1,200 or less; 


(c) Indigents—premiums paid by the State; 
(d) Dependents of (a), (b) and (c). 
2. Voluntary—Hospital Care Insurance: 


(a) Those with incomes above the limit of ‘‘1’’ 
above. 


III. Benefits. 


1, For compulsory contributors and indigents: 

(a) Every qualified licensed practitioner entitled 
to practise under the plan; 

(b) Freedom of choice of general practitioner 
by insured ; 

(c) A general practitioner service for health 
supervision and the treatment of disease; 

(d) Services to be secured through general prac- 
titioner : 


(1) Specialist and consultant medical service; 
(2) Visiting-nurse service in the home; 

(3) Hospital care; 

(4) Auxiliary services—usually in hospital; 
(5) Pharmaceutical service. 

(e) Dental service. 

2. For voluntary contributors to 

Insurance: 

(a) Payment to hospital for private-patient ac- 
commodation for twenty-one days during the 
year. Medical care, special nursing, and 
extras not included. 


IV. Contributions to the Insurance Fund. 
1. Wage-earners and salaried employees to pay a 
wage tax. 
2. Rural landowners to pay a land tax. 


3. Rural non-landowners and urban employers to 
pay a per caput tax. 


4. Employers of insured to contribute. 
5. State to contribute. 


Hospital Care 


V. Payment to Medical Practitioners. 


1. The medical practitioners of each local area to 
determine method of payment for their area. 


2. The Central Medical Services Committee to deter- 
mine specialist, surgical and other medical fees. 


3. Contract-salary practice limited to sparsely- 
populated areas which require additional help 
from Insurance Fund to maintain a general prac- 
titioner in their area. 


VI. Public Health Services (not provided by Insurance 
Fund). 
1. Vital Statistics; 
2. Communicable Disease Control: 
(a) Tuberculosis Clinics; 
(b) Venereal Disease Clinics. 
Cancer Control Clinics; 
. Mental Hygiene Clinics; 
School Health Service; 
Industrial Hygiene; 
. Milk and Food Control; 
. Public Health Laboratory Service; 
. Biological Products; 
10. Public Health Engineering ; 
11. Sanitation and Housing; 
12. Public Health Education. 
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VII. Related Services (not provided by Insurance Fund). 
1. Mental Hospitals; 
2. Tuberculosis Sanatoria; 
3. Workmen’s Compensation (may be part of Health 
Insurance) ; 
4, Construction of hospitals. 


XXXI.—ENUMERATION OF PRINCIPLES 


1. That in the provinces where state health insur- 
ance is established it be administered by the 
Departments of Public Health (whether or not 
under a Commission) in order to co-ordinate the 
organized preventive and curative medical services. 


2. That a Central Health Insurance Board and 
Local Insurance Boards be appointed, representa- 
tive of all interested, to advise the responsible 
administrative authority. 


3. That the professional side of health insurance 
medical service be the responsibility of the organ- 
ized medical profession through the appointment, 
by the medical societies, of a Central Medical 
Services Committee and Local Medical Services 
Committees to consider and advise on all ques- 
tions affecting the administration of the medical 
benefit. 





17. 


. That local areas for health insurance administra- 


tion correspond to urban municipalities and rural 
health unit areas. 


. That the whole province be served by adequate 


departments of public health, organized on the 
basis of provision of individual health supervision 
by the health insurance general practitioner. 


. That there be a State Health Insurance Fund, 


provincially controlled, and that ‘‘ Regional Of- 
cers’’, to act as supervisors and referees, be 
appointed, paid and controlled by the provincial 
department of Public Health. 


. That medical care for indigents be provided 


under the Plan, the State to pay the premiums 
of the indigent, who then receive medical care 
under exactly the same conditions as the insured 
person. 


. That the Plan be compulsory for persons, with 


dependents, having an income of less than $2,500 
per annum; and for persons, without dependents, 
having an income of $1,200 and less per annum. 


. That the dependents of insured persons be 


eligible for the medical benefit. 


. That there be offered, on a voluntary basis, to 


those with incomes above the health insurance 
level Hospital Care Insurance, and that this be 
administered as part of the State Health In- 
surance Plan. 


. That the only benefit under the Plan be the 


medical benefit. 


. That the medical benefit be organized as follows: 


(a) Every qualified licensed practitioner to be 
eligible to practise under the Plan; 

(b) The insured person to have freedom of 
choice of general practitioner ; 

(c) 


The medical service to be based upon making 
available to all a general practitioner service 
for health supervision and the treatment of 
disease ; 

Additional services to be secured normally 
through the general practitioner: 

(1) Specialist and consultant medical service 
(only those so designated to be eligible 
to practise as specialist and consultant) ; 
Visiting-nurse service in the home; 
Hospital care; 

Auxiliary services—usually in hospital; 
Pharmaceutical service. 

Dental service, arranged direct with dentist 
or upon reference. 


(d 


— 


(e€) 


. That the Insurance Fund should receive contribu- 


tions from the insured, the employers of the 
insured, and the State. 


. That the medical practitioners of each local area 


be remunerated according to the method of pay- 
ment which they select. 


That the Central Medical Services Committee 
decide the relationship between specialist and 


general practitioner fees, and between medical 
and surgical fees. 


. That contract-salary service be limited to areas 


with a population insufficient to maintain a gen- 
eral practitioner in the area without additional 
support from the Insurance Fund. 

That no economic barrier be imposed between 
doctor and patient, but that the insured be re- 
quired to pay a part of the cost of medicines. 


All of which is respectfully submitted, 


W. HARVEY SMITH, 
Chairman. 


A. GRANT FLEMING, 
Secretary. 
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section on 


In discussing this report, the following points 
were brought out :— 


‘¢Would favour health insurance being administered 
by a Commission with medical men in control. Not 
in favour of the Departments of Public Health 
taking control’’. 


‘‘Would call attention to the importance of every 
qualified medical practitioner being included in any 
plan that may be established’’. 


‘‘Every doctor working under the plan should be paid 
a reasonable wage for services rendered. He should 
not be looked upon as a public servant, liable to be 
shifted about with each change of Government’’. 


‘¢The purpose of any plan is to make available for 
every Canadian the full benefits of curative and 
preventive medicine irrespective of individual ability 
to pay, and, at the same time, to assure the prac- 
titioners of medicine and others associated in the 
provision of medical care a reasonable remuneration 
for their services’’. 

‘‘Tt is important that the medical practitioners of each 
local area should determine the method of payment 
for their area’’. 

‘¢ Attention was called to the importance of preventive 
medicine. Prevention is possibly more important 








than cure. If we are practising preventive medicine 
in a satisfactory manner more doctors will be re- 
quired’’, 

‘<Doctors should endeavour to improve their standing 
by taking certain examinations, and payment should 
be made on the basis of qualification. Some plan 
for the accomplishment of this should be established 
for the whole of Canada, each province adapting the 
general principles to their local conditions’’. 


‘¢ Any plan of health insurance should supply medical 
care to all the people. They should be allowed to 
retain choice of physician to the same extent as they 
have it today’’. 


‘¢Provision should be made for a yearly vacation for 
each doctor; also an opportunity to take post- 
graduate work at some large centre’’. 

‘*Fees paid shoud be adequate to provide a reserve 
fund which would take care of them in old age’’. 


‘In the machinery established to carry out any plan 
there should be both a professional and a lay Board, 
to act in an advisory capacity. The medical pro- 
fession should be organized by itself, with its own 
officers, and that central body should negotiate the 
financial side of the plan with the lay people’’. 


‘¢The Committee has asked for suggestions from the 
Provincial Associations in order that the report may 
be amended to meet the wishes of these Associations. 
The report should now be referred to the Provincial 
Associations for further consideration, asking them 
to forward their suggestions to the Secretary’’. 


‘*Tt is provided in the plan that the insured shall have 
a choice of general practitioner. There is no pro- 
vision for choice of specialists. It must be recog- 
nized that there are certain evils existing in the 
present system of practice. One is the practice of 
fee-splitting; and if the insured is to have nothing 
to say with regard to the specialist to be selected 
then the old habit of fee-splitting will be per- 
petuated without any check’’. 


‘Would like to see the District Meetings consider 
this report in the Autumn and get it back to the 
Canadian Medical Association before the Legislature 
meets’’. 


‘*Question.—When will this report be considered by 
the Canadian Medical Association after having been 
considered by the Provincial Associations? 


‘*Reply.—I do not think any one can answer that. I 
would think that when the comments come back and 
are dealt with by the Committee on Economics it 
may be found that the report may be redrafted to 
meet the expressed wishes of the provinces without 
very much delay’’. 


‘* Any plan that may be adopted will be put forward 
by some Government. The first scheme will be a 
provincial one. Supposing we are successful in 
having the Canadian Medical Association and the 
Provincial Associations agree on principles, in the 
last analysis action will have to be taken by a 
Provincial Association. The medical profession will 
have to act through the agency of the Provincial 
Association. What Council has done is to send forth 
a wonderful compilation of the subject, with certain 
principles which the Committee has more or less 
agreed upon. The Canadian Medical Association 
may take action on the various comments of the 
Provincial Associations at the next annual meeting, 
but, before that time, there may be action by some 
Province. This report will be of great value to any 
Provincial Association which may have to deal with 
projected provincial legislation’’. 


‘*Personally, I am not in favour of any change in our 
present system in Ontario. I do not think there is 
a great demand for any change, although there is 
in some of the provinces. If the Government wants 
health insurance let them have it under unemploy- 
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ment insurance. Our hope will be that every prac- 
titioner will become a Medical Officer of Health’’. 


‘*T do not see why I, as a member of this Council, 
should try to say to any other Province what scheme 
they should have. Conditions in the different 
provinces are so very different. While it may be of 
value to all provinces to have this report, I do not 
think we should send it on to them and tell them it 
it the thing to suit their needs. The Federal 
Government has no right to put forward any such 
proposal. If this report is printed and sent to all 
the Associations in order to let them have the benefit 
of whatever is in it I do not think there is much 
more we can do. It is true that there are certain 
principles such as free choice of doctor and adequate 
pay for doctors, but there are many things which 
some might find good and others might consider not 
so good. Supposing this is brought up again next 
year and adopted, it will still be something which 
is merely a matter of information for the provinces. 
I think we shall have served our purpose when we 
pass: the data on to the various provinces of Canada 
for their information and guidance’’. 


It was then duly moved, seconded, and agreed 
that the report of the Committee on Economics 
be received; and that it be referred to all the 
Provincial Medical Associations, with the request 
that these Associations forward to the General 
Secretary any suggestions as to modifications of 
the principles set forth in the report, before 
January 1, 1935; and that the Executive Com- 
mittee then re-draft the report before submission 
to Council in the light of the expressed views of 
the Provinees. 


CHAIRMEN OF COMMITTEES 


Council instructed the Executive Committee 
to deal with all matters of business arising from 
the annual meeting. The Executive Committee 
appointed the following Chairmen of Com- 
mittees :— 


Archives.—Dr. C. F. Wylde, Montreal. 

Study Committee on Cancer.—Dr. A. Primrose, Toronto. 

Constitution and By-Laws.—Dr. Geo. 8. Young, Toronto. 

Economics.—Dr. W. Harvey Smith, Winnipeg. 

Credentials and Ethics.—Dr. J. D. Adamson, Winnipeg. 

Group Hospitalization—Dr. F. W. Routley, Toronto. 

Advisory Committee to Department of Hospital Service. 
—Dr. A. K. Haywood, Vancouver. 

Inter-Provincial Relations—Dr. G. A. B. Addy, Saint 
John. 

Legislation.—Dr. G. D. Stanley, Ottawa and Calgary. 

Maternal Welfare——Dr. W. B. Hendry, Toronto. 

Medical Education.—Dr. E. 8. Ryerson, Toronto. 

Meyers Memorial.—Dr. J. T. Fotheringham, Toronto. 

Orations.—Dr. J. C. Meakins, Montreal. 

Osler Memorial.—Dr. Campbell Howard, Montreal. 

Pharmacy.—Dr. V. E. Henderson, Toronto. 

Post-graduate and Central Program Committees.—Dr. 
Geo. S. Young, Toronto. 

Public Health and Medical Publicity—Dr. J. G. Fitz- 
Gerald, Toronto. 


Royal College of Surgeons of England.—Dr. A. Primrose, 
Toronto. 


Study-Committee on Nursing of the Canadian Medical 
Association 


Association and Canadian Nurses’ 
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(Medical Representatives).—Drs. G. Stewart Cam- 
eron, Peterborough; J. C. Meakins, Montreal; Dun- 
can Graham, Toronto; G. Harvey Agnew, Toronto. 

Committee on Hospital Internships.—Drs. F. 8. Patch, 
Montreal; G. F. Stephens, Winnipeg; A. K. Hay- 
wood, Vancouver; J. J. Ower, Edmonton; G. 
Harvey Agnew, Toronto. 


MESSAGE FROM THE PRINCE OF WALES 


The following cable was sent to His Royal 
Highness, the Prince of Wales, Patron of the 
Association :— 

‘<The Canadian Medical Association assembled sixty- 
fifth annual session, Calgary, extends heartiest 
birthday greetings to your Royal Highness, our 
honoured patron. Your ranch centre of great at- 
traction to visitors.’’ 

The following reply was received from His 

Royal Highness :— 

‘*Please convey my grateful thanks to members 

Canadian Medical Association for their kind birth- 


day congratulations. I wish all success to this year’s 
session.’ EpWarp P. 


B.M.A. MEETING—MELBOURNE, 1935 


Attention was called to the fact that the 
British Medical Association is planning to meet 
in Melbourne, Australia, during the week of 
September 9, 1935. As some of our Canadian 
Medical Association members might be interested 
in attending this meeting and making a ‘‘ Round- 
the-World’’ tour, the Editor was instructed to 
publish all available information in the Journal. 


ELECTIONS 
The following were elected to office :-— 


President.—Dr. J. 8S. McEachern, Calgary. 

President-elect.—Dr. J. C. Meakins, Montreal. 

Honorary Treasurer.—Dr. F. 8. Patch, Montreal. 

Chairman of Council.—Dr. Geo. 8. Young, Toronto. 

General Secretary.—Dr. T. C. Routley, Toronto. 

Members-elect of the Executive Committee—Drs, A. T. 
Bazin, Montreal; W. J. Knox, Kelowna; W. Harvey 
Smith, Winnipeg; J. E. Bloomer, Moose Jaw; J. G. 
FitzGerald, Toronto; C. J. Veniot, Bathurst; A. 
Primrose, Toronto; Léon Gérin-Lajoie, Montreal; 
Duncan Graham, Toronto; K. <A. MacKenzie, 
Halifax. 


The following appointments were made by the 
Executive Committee to the Editorial Staff :— 


Editor—Dr. A. G. Nicholls. 
Assistant Editor.—Dr. H. E. MacDermot. 
Managing Editor—Dr. F. 8. Patch. 


CONCLUSION 


Attention was given to many other details in 
connection with the work of the Association, 
which were passed on to the various committees 
for consideration and report. 

All of which, on behalf of the Council and 
the Executive Committee of the Canadian Medi- 
eal Association, is respectfully submitted. 


T. C. Routtey, 
General Secretary. 


EYE 





